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FOREWORD 


HE QUARTERLY "REVIEW OF SURGERY provides a systematic plan, organized 
T for the purpose of making available a concise and authoritative presentation of 
the current progress, trends, and attitudes in all branches of surgery. Compiled from 
every dependable source, this plan covers all state, national, and special journals as 
well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon and summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 
data are classified and published under the following headings: 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
Therapy 21. Heart 40. Vascular Surgery 

.. Surgical Technic - a 41. Arteries 
4. Surgical Infections 34, canh 42. Veins 
5. Tumors - Diap ear 43. Orthopedic Surgery 
6. N 3 25. Abdominal Surgery 
. Neurosurgery : 44. Fractures 
26. Abdominal Wall : : 
7. Skull 4 ; 45. Dislocations 
8. Brai 27. Hernia 46. B 
— ? 28. Peritoneum . on 
9. Spine and Spinal Cord A Meee aad ie. 47. Joints 
10. Peripheral Nerves ween 48. Tendons 
11. Sympathetic Nervous 30. Smal? Tatestines 49. Amputations 
System 31. Appendix $0. Traumatic Surgery 
12. Head and Neck 32. Colon and Rectum 51. Burns 
13. Oral Surgery 33. Intestinal Obstruction 52. Shock 
14. Plastic Surgery 34. Anus 53. Transfusions 
15. Thyroid and Parathyroid 35. Liver and Biliary 54. Wounds 
16. Thoracic Surgery Tract 55. Military Surgery 
17, Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there will be published references to current 
articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 
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1. Anesthesia and Analgesia 
PHYSIOLOGICAL AND CLINICAL ACTION OF CURARE 


Haroip R. GRIFFITH 
Montreal, Quebec, Canada 
Anesth. & Analg. 25:45-51, March-April 1946 


A 4-year study was made of the 
physiologic and clinic action of curare 
in anesthesia. Intocostrin, a curare 
compound, was injected intravenously 
when the patient was already asleep 
after receiving an anesthetic agent, 
usually cyclopropane. To produce 
increased muscular relaxation, the 
proper dose of intocostrin is the 
smallest dose which will give the de- 
sired effect. Ether was found to be 
the least desirable anesthetic agent to 
be used with intocostrin since ether 
itself has a curariform action at the 
myoneural junction, so that the ad- 


ditional use of curare tends to pro- 
duce respiratory depression. The op- 
timum initial dose was found to be 
3 cc. or 3.5 cc. in adults; a much 
smaller dose was effective in children. 
When the expected result is not ob- 
tained, a second dose may be given 
without hesitation. If the effect is too 
profound it will wear off without 
harm, provided controlled respiration 
is maintained. 

Curare was found to be most effec- 
tive in cases where profound muscular 
relaxation was desired by the surgeon. 
The only recommended use of curare 
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in a conscious patient was during 
bronchoscopy in a muscular or non- 
cooperative patient, since the drug 
was found to have terrifying side 
effects on patients not otherwise oc- 
cupied with a sensation of instrumen- 
tation. Curare was found to act on 
both the peripheral and central nerv 
ous systems. There were no contra- 


indications discovered for the use of 
curare when extra muscular relaxation 
is needed, provided the anesthetist is 
in a position to control respiration if 
necessary. The two factors which 
make curare safe and valuable to the 
anesthetist are a sure but transitory 
action with rapidity of elimination and 
no after effect. 27 references. 


A METHOD OF CONTINUOUS BRACHIAL PLEXUS BLOCK 


F. PauL ANsBRO 
Kings County Hospital, Brooklyn, N. Y. 
Am. J. Surg. 71:716-22, June 1946 


By using a blunt needle of the 
malleable type, and inserting it in to 
the lateral side of the subclavian artery 
in contact with the upper surface of 
the first rib and observing its pulsa- 
tions with the artery, one may be 
assured that he is in the proximity of 
the plexus. If procaine is injected at 
this location in sufficient quantity, a 
successful infiltration of the plexus 
will result. By retaining the needle 
in this position, fractional injections of 
procaine may be made through rub- 
ber tubing of convenient length at- 
tached to a syringe. The position of 
the needle is maintained by the use 
of a cork through which the needle is 
inserted before passing it through the 
skin in the supraclavicular area. The 
cork holds the needle firmly upright 
and prevents its movement inward. 

After careful aspiration to assure 
that the needle is not in a blood vessel, 
40 cc. of 1 per cent procaine without 
adrenalin is injected as the initial 
dose. The onset of anesthesia may 
be prompt or slow, depending upon 


the proximity of the needle to the 
plexus. The usual length of time is 
15 minutes following completion of 
the injection. It has been noted that 
1 per cent procaine does not produce 
motor paralysis whereas 2 per cent 
does affect motor nerves. 

Twenty-seven patients requiring 
operation of the shoulder, arm, wrist 
and hand had brachial plexus block 
by the continuous method.  Anes- 
thesia was successful in all cases and it 
was not necessary to supplement any 
with general anesthesia. The dura- 
tion of operations extended from 1 
hours to + hours and 20 minutes. 

The effective use of -continuous 
brachial plexus block involving the 
sympathetic supply of the arm was 
evidenced by its use in brachial artery 
embolism of cardiac origin. On the 
basis of this case the utilization of con- 
tinuous brachial block in upper ex- 
tremity vascular accidents as a means 
of inhibiting vasospasm and thus pro- 
moting collateral circulation is recom- 
mended. 
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CONTINUOUS LUMBAR ANESTHESIA WITH 
DILUTION TECHNIOQUF 
R. J. FRASER 


Hamilton, Ontario, Canada 
\nesth. & Analg. 25:58-66, March-April 1946 


The dilute solution technic of con 
tinuous lumbar anesthesia was studied 
with volume and gravity control. A 
short-acting drug such as procaine in 
dilution is recommended since it pro- 
duces surgical anesthesia without pro- 
found effects upon the vasomotor, 
cardiac, and respiratory systems. As 
much as 35 cc. of a 1 per cent solution 
of procaine were given in chest sur- 
gery at one dose with no respiratory 
paralysis. In addition to procaine, 
nupercaine-procaine, and pontocaine- 
glucose technics were used for ab- 
dominal and intra-abdominal surgery 
requiring the use of the Trendelen- 
burg position during operation. The 
0.2 per cent solution of pontocaine 
glucose was found to be capable of 
producing intercostal paralysis, thus 
establishing the 0.1 per cent solution 
as a safe dose. 


The longest operation reported in 
this study lasted 5 hours, and the 
largest volume was 60 cc. introduced 
for one anesthesia with no harmful 
effects. The advantage of the use of 
the continuous technic is in its added 
safety factor, as it is possible to with- 
draw a test dose immediately if it 
produces an unfavorable reaction. The 
disadvantages of the continuous meth- 
od are that it requires the learning of 
a new technic, that it is more difficult 
to perform the puncture with mal- 
leable needles, and that faulty equip- 
ment makes replacement necessary. 
These drawbacks, however are con- 
sidered minor when weighed in con- 
junction with the greater safety and 
the fact that with this method, opera- 
tions begun may always be completed. 
10 references. 1 table. 


SPINAL ANALGESIA 


JoHn OtpHam (Major, A.A.M.C.) 
M. J. Australia 1:432-35, March 30, 1946 


A hyperbaric solution of nupercaine 
(1 in 200 solution) was used as the 
anesthetic agent in 500 cases in a 
military hospital during a_ 1-year 
period. Preanesthetic technic con- 
sisted of reassurance of the patient, 
morphine and nembutal preoperative 
medication. 

After raising an intradermal wheal 
by injection of a 1 per cent solution 
of novacaine over the site of puncture 
with the patient in the lateral position, 
the spinal needle with stilet is inserted 


at right angles to the back. At a 
depth of 2 inches the stilet is removed. 
When the syringe is applied to the 
needle, the aspiration of cerebrospinal 
fluid into the anesthetic agent proves 
the success of the puncture. Nuper- 
caine solution is injected for 5 seconds 
(15 seconds if unilateral analgesia is 
desired). There should be no pain 
sensation at the level of the tenth 
dorsal vertebra at the end of 10 min- 
utes. Frequent blood pressure re- 
cordings during operation are not 
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recommended because they alarm the 
patient. Falls in blood pressure may 


be heralded by blanching of the lips. 

High spinal anesthesia for 
cholecystectomy, pyelolithotomy, and 
nephrectomy was studied in 40 cases. 
Nupercaine was injected with the pa- 
tient in the lateral position and the 
foot of the table raised 5 degrees, after 
which the head was lowered to 15 
degrees for 10 minutes or longer. 
Nausea of from 3 to 4 minutes’ dura- 
tion is frequently present on opening 
of the peritoneum. 

Carbogen is administered when 
necessary. Headache occurred post- 
operatively in 10 cases. Urinary re- 
tention was no more frequent than 
with inhalation anesthesia and was 
controlled by intramuscular injection 
of prostigmine. The importance of 
the assumption of Fowler’s position 
not later than 4 to 6 hours after opera- 
tion is stressed from the point of view 
of sepsis in the abdominal cavity and 
the encouragement of mobility is 
considered important in the prevention 
of thrombosis and pulmonary atelec- 
tasi 


yD 


[ This article is not entirely in conform- 
ity with standard practice in this country. 
For example, frequent blood pressure de- 
terminations are not alarming to the patient 
and should be used. To wait for blanch- 
ing of the lips is to wait too long as shock 
will already be present.—Eb. | 


REFERENCES TO CURRENT ARTICLES 


The Use of Curare in Anesthesia for 
Thoracic Surgery; Preliminary Report. 
Phyllis Harroun and Hubert R. Hath- 
away, San Francisco, Calif. Surg., 
Gynec. & Obst. 82:229-31, Feb. 1946. 
The use of curare with nitrous oxide and 
and oxygen anesthesia in thoracic surgery 
is described. Before curare is given, a 
pharyngeal airway is provided, and the 


anesthetist’s ability to inflate the lungs by 
pressure on the breathing bag is deter- 
mined. ‘The patient is kept in apnea 
with small repeated doses of curare as 
long as the pleural cavity is open, inter- 
mittent gentle pressure on the breathing 
bag being continued. After closure of 
the pleural cavity, spontaneous respira- 
tion is resumed. but an occasional pres- 
sure on the breathing bag is employed to 
maintain inflation of the upper lobes 
until the intercostal muscles function 
adequately. With this method the post- 
operative condition of the patients has 
been excellent. 1 table. 

Bronchopneumonia Following Ether Anes- 
thesia in Obstetrics. Homer C. Bartzell 
and Edward P. Mininger, Cleveland, 
Ohio. Surg., Gynec. & Obst. 82:427- 
33, April 1946. In 20 cases in which 
ether anesthesia was used for obstetric 
delivery at the Cleveland City Hospital, 
bronchopneumonia developed. No serious 
symptoms nor fatalities occurred in this 
series. Roentgenologic — examination 
showed a variation in the extent of the 
lesions from small isolated patches to 
extensive bilateral infiltrations; all por- 
tions of the lung fields were affected. 
The chief cause of the bronchopneu- 
monia in this series was apparently aspira- 
tion of gastric contents as a result ot 
vomiting. Prolonged gastric evacuation 
during labor and the fluidity of the 
gastric contents were contributory 
causes. There was no evidence that 
sedative medication prior to induction of 
anesthesia was responsible for increasing 
the incidence or the extent of the bron- 
chopneumonia. 7 references. 1 table. 
4 figures. 

Some Practical Aspects of the Chemistry 
and Pharmacology of Local Anesthetic 
Drugs. John Adriani, Louisiana State 
University School of Medicine, New 
Orleans, La. South. M. J. 39:143-48, 
Feb. 1946. To be effective a local 
anesthetic must come into direct contact 
with nerve tissues. The anesthetic is 
applied at various sites: in the subarach- 


noid space (spinal block); in the peri- 
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dural space (epidural block); paraverte- 
brally to a spinal nerve (paravertebral 
block); along the course of a nerve be- 
fore it branches (nerve block); to sev- 
eral branches after division of a nerve 
(field block), and to nerve endings. For 
the latter, either infiltration (injection 
over a wide area) or topical application 
(direct application to a membrane in 
which the nerve endings are distributed ) 
is used. Drugs that penetrate the mu- 
cous membrane easily, such as ponto- 
caine, metycaine and nupercaine, are 
used topically. “The most dangerous re- 
action to a local anesthetic is due to 
senisitivity to the drug; the reaction oc- 
curs when only a small amount of the 
drug has been given. ‘oxic reaction is 
due to overdosage. Any signs of central 
nervous system stimulation after admin- 
istration, such as excitement or apprehen- 
sion in an otherwise calm patient, should 
be regarded as suspicious, and a_ bar- 


biturate, preferably of the short-acting 
type, should be administered. 
Novocaine Block of the Nervus Vagus in 
Shock Following Damage of the Limbs 
(Novokainovaya Blokada Bloozhdayoo- 
shchevo Nerva pri Shoke ot Povrezhd- 
jenya Konyechnosti). P. E. Ermolayev, 
Medical Corps, Red Army. Kihrurgiya 
6:45-46, 1945. The author anesthe- 
tized the vagus nerve in 56 cases of 
shock caused by injury of an extremity: 
forty-four times in the lower extremity, 
fifteen times in the upper. In most of 
the cases tlie pulse became slower and the 
blood pressure rose. ‘The shock was suc- 
cessfully combated in 47 cases. The 
author suggests that the beneficial effect 
of the blockade is due to restoration of 
the equilibrium between the irritative and 
inhibitory processes in the sympathetic and 
parasympathetic system, thus improving 
the circulation and removing the cause 


of the shock. 


2. Pre-and Postoperative Therapy 


THROMBOSIS: EARLY DIAGNOSIS AND ABORTIVE 
TREATMENT WITH HEPARIN 


GUNNAR BAUER 
Mariestad Hospital, Mariestad, Sweden 
Lancet 1:447-54, March 30, 1946 


From a tabulation of the statistics 
of several large clinics on the Conti- 
nent, the author finds that thrombosis 
occurred in about 1.6 per cent of sur- 
gical operations and fatal pulmonary 
embolism in about 16.6 per cent of 
these cases. In cases of fracture or 
other injury to the lower extremities, 
the incidence of thrombosis was high- 
er, approximately 15 per cent. In 
patients who recovered after the oc- 
currence of thrombosis there were 
serious after-effects as a rule; there 
was always some swelling of the af- 
fected leg. Of 100 patients who had 
postoperative thrombosis and were 


followed up for many years, 45 had 
indurative lesions of the affected leg 
5 years after the acute stage, in 10 
years, 72, and later 91 had such 
lesions. Leg ulcers occurred in 20 
patients during the first 5 years, and 
after more than 10 years, 79 showed 
open ulcers. 

Early diagnosis of thrombosis and 
prompt treatment with heparin has 
proved, in the author’s experience, to 
be the best method of preventing 
pulmonary embolism and the nonfatal 
sequelae of thrombosis. All surgical 
patients should be carefully watched 
for “slight warning signs” of throm- 
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bosis. .One of these signs ts a rise in 
pulse rate and temperature not ex- 
plained by the operative condition. 
Another sign is a feeling of uneasiness 
and restlessness on the part of the 
patient, which on questioning, is found 
to be due to a slight pain or feeling of 
cramp in the calf of one of the legs 
during the night. A slight pain in 
the chest, especially if an irritative 
cough develops or the sputum is 
streaked with bright red blood, sug- 
gests pulmonary infarction. If any of 
these signs are present, the patient’s 
legs, and especially the calf region, 
must be carefully examined for signs 
of thrombosis. In the early stage, 
when it is not too late to institute treat- 
ment, these signs are slight. Careful 
inspection may show a slight swelling 
of the lower leg, some increased 
glossiness and tension of the skin, or 
a faintly cyanotic coloration of the skin 
or a larger and bluer appearance of 
the veins of the affected leg. 


For palpation of the back of the 
leg, the muscles should be relaxed; 
this is best obtained by having the 
patient bend the knee and place the 
foot on an underlying support. Pal- 
pation is then done from the back, 
through the calf muscles, in toward 
the space between the tibia and the 
fibula, and then gradually upward 
from the upper end of the Achilles to 
the popliteal fossa. Tenderness over 
a short “stretch” of the leg on palpa- 
tion is an indication of thrombosis, as 
is also an increased consistency of the 
muscle. The final test is to extend 
the leg and dorsiflex the foot; pain 
at the same site as tenderness on palpa- 
tion is a sign of thrombosis. If any 
of these observations indicate a begin- 
ning thrombosis, the author employs 
phlebography. His studies have 
shown that the double fibular vein is 


the most important venous channel 
from the muscles of the lower leg. 
In normal phlebograms when the 
opaque medium (“Perabrodil’’) is in- 
jected into the vein 1 cm. behind the 
outer malleolus, the fibular vein is 
seen to be well filled with the 
medium, but if a thrombus is develop- 
ing in the lower leg, this vein will not 
be visualized. 

At the Mariestad Hospital, as soon 
as thrombosis (or pulmonary em- 
bolism) is diagnosed, 150 mg. of 
heparin is injected intravenously. The 
heparin used contains 80 provisional 
international heparin units per mg. 
One or two additional doses are given 
that day at intervals of 4 hours, the 
last dose late at night. Subsequently 
three to four injections of 100 mg. 
each are given daily, increasing the 
evening dose to 150 mg. if indicated, 
until the temperature returns to nor- 
mal, or almost normal, and swelling 
and tenderness on palpation in the leg 
subside. Two doses of 100 mg. each 
are then given daily, and on the last 
day of treatment only one dose. 
While heparin is being given, the pa 
tient is allowed to move about in bed 
and is instructed to bend and stretch 
the legs at intervals. On the day that 
the dosage of heparin is first reduced, 
the patient is allowed to get up and 
walk a little; the time out of bed is 
increased each day. When the patient 
first gets up an elastic bandage is worn 
on the affected lower leg and foot; 
this bandage is worn for 2 or 3 weeks 
as a rule. When early ambulation of 
the patient is impossible because of 
the nature of the operation or injury, 
as in fracture cases, all possible tension 
and relaxation exercises are carried out 
daily. In such cases heparin treatment 
is prolonged by continuing an evening 
dose of 100 mg. for a week beyond 
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the ordinary course of treatment. 
When the first indication of throm- 
bosis is pulmonary embolism, heparin 
should be given in doses of 100 to 125 
mg. every + hours for the first 24 
hours. 

In a series of 622 cases of throm- 
bosis treated by this method in Swe- 


den, there have been only 5 deaths. 
The incidence of sequelae of acute 
thrombosis has also been much re- 
duced. Heparin therapy, employed 
according to the method described, in- 
volves little risk; hemorrhage and 
anaphylactic reactions rarely occur. 
32 references. 7 tables. 7 figures. 


PULMONARY EMBOLISM: A STATISTICAL STUDY WITH 
PARTICULAR REFERENCE TO THE VALUE OF 
CERTAIN PREVENTIVE MEASURFS 
Conrap R. LAM and DonaLp H. Hooker 


Henry Ford Hospital, Detroit, Mich. 
Ann. Surg. 123:221-28, Feb. 1946 


-In 118,611 operations performed 
from 1924 through 1944, pulmonary 
emboli occurred in 280 cases and 
caused death in 78 cases. An analysis 
of the cases shows that pulmonary 
emboli, both fatal and nonfatal, oc- 
curred most frequently in the fifth 
decade of life, but fatal embolism 
most frequently in the sixth decade; 
only 1 patient under 20 had pulmo- 
nary infarct. Pulmonary embolism 
most frequently complicated gastric 
operations and prostatectomy, but also 
occurred after cholecystectomy, hys- 
terectomy, hernia, and appendectomy. 

The chief sign of minor pulmonary 
embolism was pain in the chest; he- 
moptysis, physical signs and positive 
roentgenologic findings were noted in 
about half the cases. In fatal pulmo- 
nary embolism, about half the pa- 
tients died within 10 minutes, and 
three-fourths in less than 30 minutes; 
only 10 per cent lived more than an 
hour. Of the 78 cases of fatal pulmo- 
nary embolism, 20 had a previous 
nonfatal pulmonary embolism, mak- 
ing a total of 222 cases nonfatal pul- 
monary “episodes.” Seventy-two of 
these patients were given treatment; 
2 of them died (2.8 per cent) whereas 


18 of the untreated patients (12.1 per 
cent) died. 

Since 1939 cases of nonfatal pul- 
monary emboli have been treated by 
the administration of anticoagulants 
(heparin or dicumarol) and some 
cases of thrombosis by prophylactic 
femoral vein ligation. In the 30 cases 
of fatal pulmonary embolism occur- 
ring since 1939, there was no apparent 
warning in 25 cases, and no special 
treatment had been given. Two pa- 
tients who had previous nonfatal 
emboli, were given heparin, but de- 
veloped fatal embolism on the second 
and seventh days of therapy, respec- 
tively. One patient was “scheduled” 
for femoral vein ligation after a non- 
fatal infarct following prostatectomy, 
but developed fatal embolism before 
operation was done. In | patient a 
diagnosis of phlebitis had been made; 
femoral vein ligation might have 
saved this patient. In the fifth pa- 
tient a pulmonary infarct had occurred 
but the patient (a physician) refused 
a trial of heparin treatment. 

The authors question whether, in 
operations of the type of appendec- 
tomy, routine anticoagulant therapy to 
prevent fatal pulmonary embolism 





8 QUARTERLY REVIEW OF SURGERY 





should be administered. More care 
in the diagnosis of thrombosis of the 
legs and more frequent femoral vein 
ligation when indicated should be of 
value. Early ambulation after appen- 


dectomy, hernia repair, cholecystec- 
tomy, gastrectomy or hysterectomy 
appears at present to be the best mea- 
sure to prevent thrombosis and em- 
bolism. 10 references. 9 tables. 


~ EARLY POST-OPERATIVE AMBULATION 


ALEXANDER W. BLAIN and EpmMunp A. KANnar 
Alexander Blain Hosp. Bull. 4:6-24, Sept. 1945 


By early ambulation is meant a 
graded process of activity starting in 
the first 6 to 24 hours after operation 
and allowing the patient to walk as 
soon as possible. Unnecessary postop- 
erative bedrest only prolongs and ex- 
aggerates the undesirable physiologic 
changes which occur, thereby in- 
creasing the possibility of critical com- 
plications during convalescence. These 
changes are caused by certain patho- 
logic nervous reflexes and mechanical 
factors affecting the respiratory, cir- 
culatory, gastrointestinal and genito- 
urinary systems. 

With prolonged bedrest 2 to 4 per 
cent of all surgical patients develop 
pulmonary complications. Fifty per 
cent of these complications occur in 
the first 24 hours and 75 per cent 
within 48 hours after operation. The 
postoperative respiratory physiolgic 
changes are: (1) reduction in move- 
ment of the diaphragm, the thoracic 
and abdominal muscles; (2) inhibi- 
tion of the cough reflex; (3) excessive 
mucus secretion; (4) bronchoconstric- 
tion; (5) venous engorgement and 
edema of the mucus membrane; (6) 
pulmonary embolism; (7) hypostatic 
congestion and collapse. Chief post- 
operative circulatory complications 
are thrombophlebitis and pulmonary 
embolism which have been found to 
occur in from | to 4 per cent of all 
surgical procedures. Chief physiologic 


causes are decreased cardiac output, 
peripheral vasospasm, slowing of the 
venous flow in the extremities and 
damage to the intima of the veins. 
Postoperative gastrointestinal disturb- 
ances are caused by direct trauma to 
the gastrointestinal system, producing 
loss of tonus and decreased peristalsis. 
Constipation and resultant straining 
produces much more stress upon the 
incision and sutures than does early 
walking. Urinary retention results 
from the reflex sympathetic system 
dominance caused by surgical opera- 
tion and enforced use of the urinal 
and bedpan. It is reported that 22 
per cent of surgical patients confined 
to bed had retention, whereas only 
0.29 per cent of another group al- 
lowed to get up to urinate after op- 
eration developed retention. 

Early ambulation after operation is 
believed desirable because it is based 
upon sound physiologic considerations 
and markedly reduces the incidence 
of postoperative complications. There 
appears to be better and more rapid 
wound healing. Short confinement to 
bed and resultant earlier discharge 
from hospital are important economic 
factors. Fear of eventration has been 
one of the greatest objections to early 
activity after operation. This has been 
shown to be groundless. It is report- 
ed that no pulmonary thrombosis, 
phlebitis, or wound infection in clean 
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casés occurred in surgical patients 
given early ambulation in contrast to 
a control series. 


It is important that early activity 
be started in the first 24 hours after 
operation. This is commenced with 
deep breathing exercises and changes 
in the position of the body every hour. 
The second day the patient turns to a 
right lateral position with feet over 
the edge of the bed. He then rises to 
a sitting position and is instructed to 
cough. This procedure is repeated 
several times before he stands. Upon 
standing the patient is urged to 
breathe deeply and, in cases having 


rales in the lungs, he is also urged to 
cough. Walking is gradually started 
by a few steps at first and progressive- 
ly increasing. Ambulation is usually 
well established by the second or third 
day. The patient can then feed him- 
self, use the bedside commode, take 
frequent nonfatiguing walks and be 
on the way to a smooth recovery. 80 
references. 

[The authors recognize the value of 
early ambulation but also use common 
sense. Many patients, both mentally and 
physically, are upset by being forced out too 
quickly. However, by and large, early am- 
bulation has been a very valuable adjunct 
in the recovery from surgery.—Eb. ] 


THE COAGULATION OF THE BLOOD: THEORETICAL AND 
PRACTICAL ASPECTS 


ARMAND J. Quick 
Marquette University School of Medicine, Milwaukee, Wis. 
Proc. Inst. Med., Chicago 16:94-106, March 15, 1946 


The mechanism of hemostasis in 
different tissues depends on the type 
of circulatory control—in active mus- 
cle by accumulation of metabolites, in 
skin by nervous or hormonal control. 
In muscle the coagulation mechanism 
must predominate in causing hemo- 
stasis. Its impairment results in trau- 
matic hemorrhage in muscles and 
joints, involving arterioles or smal] 
arteries. In the skin the vascular re- 
sponse controls hemorrhage without 
necessitating coagulation. Impairment 
of vascular control causes spontaneous 
hemorrhage from superficial capil- 
laries. Hemorrhagic diseases may thus 
be divided into two groups: those 
characterized by defective coagula- 
tion, hematostaxis (hemophilia and 
hypoprothrombinemia), and those 
with derangement of vascular re- 
sponse, angiostaxis (the purpuras). 
Clinically the two defects may occur 


simultaneously. This presentation is 
limited to the first group. 

Three agents are essential for coag- 
ulation of blood: fibrinogen and pro- 
thrombin Ca, supplied by plasma, and 
thromboplastin, presumably by plate- 
lets. 


Platelets Plasma 


> wn + Prothrombin Ca 


Thrombin™® + Fibrinogen 


Fibrin 


Coagulation begins by deposition 
and coalescing of platelets about the 
torn edges of the vessel. Needles of 
fibrin arise, which radiate into the lu- 
men and form a reticulum, enmeshing 
the cellular constituents of the blood. 
Intact platelets attaching themselves 
to fibrin shafts bring about clot retrac- 
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tion, which narrows the lumen, pulls 
in the torn edges, and securely oc- 
cludes the vessel. 

Fibrinogen concentration is in- 
creased by infection, pregnancy, and 
foreign proteins, and depressed by se- 
vere liver damage. It is converted to 
fibrin by the specific enzyme throm- 
bin. Fibrin serves a temporary pur- 
pose and is absorbed or replaced by 
connective tissue when activated by 
fibrinolysin, an enzyme present in 
plasma in an inactive form. Antico- 
agulants do not dissolve clots, but 
when coagulation is inhibited, fibrino- 
lysin may digest a clot faster than a 
new one can form. Congenital ab- 
sence of fibrinogen with resulting 
completely incoagulable blood is rare. 
Normal bleeding times in several 
cases show that this test measures vas- 
cular response independent of coagu- 
lation. 

Thromboplastin, the physiologic 
activator of prothrombin, is assumed 
to be present in platelets and various 
body tissues and is liberated when 
platelets disintegrate. It is available 
in minute amounts with a small nor- 
mal range of concentration. The basic 
defect in hemophilia concerns throm- 
boplastin. The defect need not be 
lack of the activator, but could be 
presence of antagonistic agents or an 
abnormally stable prothrombin com- 
plex. The abnormal stability of plate- 
lets in hemophilia may be due to an 
intrinsic property of the platelets or to 
a stabilizing factor in the plasma. 
This behavior of the platelets is the 
basis of a useful diagnostic test, the 
coagulation times of recalcified plas- 
ma after high and low centrifugation 
—normally about 2 minutes regard- 
less of speed, prolonged in hemophilic 
plasma after rapid centrifugation. 
Hemophilia is diagnosed by heredity 


pattern, early onset, traumatic bleed- 
ing into muscles and joints, and nor- 
mal bleeding time. Rare spontaneous 
epistaxis and superficial bleeding re- 
sult not from hypocoagulability but 
from vascular dysfunction. Treat- 
ment is still unsatisfactory, but recent 
studies with serum globulin fractions 
show promise. Men and women with 
tendencies to deep bleeding, delayed 
coagulation time, and normal bleed- 
ing and prothrombin times, “hemo- 
philoid,” are distinguished from true 
hemophilis by late onset, lack of he- 
reditary background, and tendency to 
spontaneous hemorrhage. 
Hypoprothrombinemia may result 
from lack of vitamin K (hemorrhagic 
disease of the newborn), poor absorp- 
tion due to lack of bile salts (obstruc- 
tive jaundice), or faulty utilization 
(impaired liver function). Estima- 
tion of the prothrombin level of the 
blood is simply and accurately deter- 
mined by the one-stage method de- 
veloped by the author, who decries its 
numerous modifications, particularly 
those involving high dilution of plas 
ma. Congenital hypoprothrombin 
emia has been described, both with 
and without bleeding tendencies. Pro- 
thrombin is probably not a single sub- 
stance, but a complex one consisting 
of two components and calcium. Com- 
ponent A deteriorates on exposure to 
air. Component B is decreased by 
vitamin K deprivation or administra 
tion of dicumarol and is the body of 
prothrombin. All known experimen- 
tal and clinical hypoprothrombinemia 
involves decrease of component B. 
Dicumarol (a toxic principle of 
spoiled sweet clover hay), blocks the 
mechanism that produces component 
B of the prothrombin complex, but 
th no effect on circulating prothrom- 
bin. After the circulating prothrom- 
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bin is exhausted, in about 24 hours, 
dicumarol effect appears. Lengthen- 
ing of prothrombin time to 30 seconds 
induces hemorrhagic tendencies, usu- 
ally involving deeper structures, but 
also of angiostaxic type. Hypopro- 
thrombinemia caused by dicumarol is 
counteracted partially and tempo 
rarily by plasma transfusions or large 
doses of vitamin K. Dicumarol is a 
valuable therapeutic agent when con 
trolled vigilantly by prothrombin de 
termination. 

Hemorrhage of a purpuric type oc- 
curs frequently during salicylate ther 
apy and has been attributed to de 
crease in prothrombin. 

No anticoagulant has been unequi- 
vocally demonstrated in blood. An 
antithrombin factor in the albumin 
fraction neutralizes thrombin and pre- 
vents dangerous accumulation, but 
does not inhibit conversion of fibrin- 
ogen to fabrin. Heparin is a natural 
anticoagulant, but there is no proof 
that it exists in blood. With a cofactor 
present in the serum albumin fraction, 
heparin forms a complex which 
promptly and effectively inactivates 
thrombin and prothrombin and inhib- 
its coagulation for a short time. Vari- 
ation in individual response to a given 
dose is the basis of a test for tendency 
to intravascular clotting. 

Study of hemorrhagic diseases 
clarifies knowledge of the fundamen- 
tal physiology of coagulation and vas- 
cular response to injury, which may 
be useful in improving control of in- 
travascular clotting. 18 references. 

[ Dr. Quick’s article is a terse, compact 
and thought provoking review of those 
hemorrhagic diseases characterized by de- 
fective blood coagulation.—Eb. ] | 
REFERENCES TO CURRENT ARTICLES 
Preoperative Dietary Management for Sur- 

gical Patients. Richard L. Varco, De- 


partment of Surgery, University of Min- 
nesota Medical School, Rochester, Minn. 
Surgery 19:303-78, March 1946. The 
great importance of dietary care of sur- 
gical patients has been repeatedly em- 
phasized during recent years. Many pa- 
tients with gastrointestinal lesions require 
adequate preoperative dietary prepara- 
tion to place them in the same risk cate- 
gory as the standard patient. Nutrition- 
al preparation for operation in cases of 
gastroduodenal obstruction and need for 
and applicability of diets in the nutrition- 
al preparation of a variety of surgical 
states are discussed. Suggestions are 
made for handling special problems of 
feeding and hemostasis in patients with 
bleeding ulcers of the stomach and duo- 
denum. 235 references. 7 tables. 19 
figures. 

Acidosis and Alkalosis in Surgical Condi- 
tions. G. Bohmansson. Acta chir. 
Scandinav. 91:28-36, Fasc. I-VI, Dec. 
20, 1944. Six case histories are given, 
wherein determinations of the bicarbo- 
nate content of the blood at normal car- 
bon dioxide pressure disclosed a disturb- 
ance of acid-base balance which was 
quickly and often dramatically relieved 
by intravenous or intrasternal adminis- 
tration of 1.3 per cent sodium bicar- 
bonate solution in the presence of alka- 
losis, or of hypertonic sodium chloride 
solution in acidosis. The acidotic cases 
consisted of a duodenal and a common 
bile duct fistula, and two renal affec- 
tions; the instances of alkalosis consisted 
of a gastric fistula and a gastric resection 
with subsequent acid vomiting. 

Amino Acids in Therapy of Disease: Par- 
enteral and Oral Administration Com- 
pared. S. C. Madden, S. H. Bassett, J. 
D. Remington, F. J. C. Martin, R. R. 
Woods and F. W. Shull, Rochester, 
N. Y. Surg., Gynec. & Obst. 82:131- 
43, Feb. 1946. The studies reported 
have shown that proper mixture of 
amino acids can supply the protein nitro- 
gen requirements of man and of experi- 
mental animals for prolonged periods. 
They are best given by mouth but can 
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be given either intravenously or subcu- 
taneously, when oral administration is 
impossible; they maintain nitrogen bal- 
ance when given parenterally. Amino 
acid mixtures are, therefore, of definite 


value in the pre- and _ postoperative 
treatment of patients who require a high 
protein intake that cannot be given in 
the form of natural foods. 24 refer- 
ences. 4 tables. ; 


3. Surgical Technic 


CORRECTION OF BLOOD LOSS DURING SURGICAL 
OPERATIONS 


CLARENCE E. Crook, Vivian Ios and FrRepERICK A. CoLLEeR 
University of Michigan, Ann Arbor, Mich. 
Surg., Gynec. & Obst. 82:417-22, April 1946 


A study of the blood loss and of 
changes in hematocrit, hemoglobin 
and plasma proteins was made in 35 
patients undergoing major operations 
of various types. From the findings in 
these cases, the authors show that if 
the blood loss is calculated on the 
basis of changes in the hematocrit, 
hemoglobin or plasma proteins, this 
would result in an underestimate of 
the need for blood replacement in 
mastectomy, thyroidectomy, biliary 
surgery, and operations for compli- 
cated gastric lesions. 

In 12 cases of combined abdomino- 
perineal resections, the average values 
for hematocrit, hemoglobin and plas- 
ma protein corresponded fairly well 
with the average blood loss, but the 
estimate of blood loss and need for 
blood replacement on this basis might 
be misleading in certain individual 
cases in this group. Therefore, it must 
be concluded that the amount of blood 
replacement needed in major surgical 
operations cannot be accurately deter- 
mined from the values for hemoglo- 
bin, hematocrit and plasma proteins. 
Plasma volume determinations give a 
more accurate measure of blood loss, 
but the methods employed for such 
determinations are too laborious and 


time-consuming for routine use. The 
surgeon, in planning for blood re- 
placement during operation, must re- 
ly on his own knowledge of the blood 
loss that is to be expected in each case. 
As an aid in making such estimates, 
the authors in 1944 tabulated the av- 
erage blood loss occurring during the 
usual types of major operations as 
calculated from 626 cases collected 
from the literature. Whole blood is 
necessary for adequate replacement of 
blood loss at operation, and is most ef- 
fective if given as the loss of blood 
occurs. 14 references. 6 tables. 

[This article re-emphasizes the princi- 
ples brought forth by the senior author in 
1932. These principles are of extreme ir- 
portance.—Ep. | 


REFERENCES TO CURRENT ARTICLES 


A Holder ‘or Neurosurgical Suction Tube 
and Cautery. Wolfgang W. Klemperer 
(Capt., M.C., A.U.S.), 2nd Auxiliary 
Surgical Group, U. S$. Army. J. Neuro- 
surg. 3:174-75, March 1946. A sim- 
ple holder for a suction tube and cautery, 
which can be attached to the sterile 
drapes of an operative field, is described 
and illustrated. 1 figure. 

A Combination Arm Splint and Needle- 
Holder Device. Roger K. McDonald 
and Cloid D. Green, Minneapolis, 
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Minn. Surgery 19:570-75, April 1946. 
The present method of fixation of intra- 
venous needles leaves much to be de- 
sired. A combination splint and needle 
holder is described which is considered a 
practical solution of present difficulties. 
This apparatus permits a firm splinting 
of the arm but allows a certain amount 
of movement at the shoulder or elbow 
joint without the needle pulling out or 
transfixing the vein. Greater speed is at- 
tainable than with past methods. No 
hematomas or venous thrombosis oc- 
curred in 62 cases. ‘The method is in- 
valuable in moving patients to and from 
the operating table; the apparatus is most 
useful in phlebotomy and is_ easily 
cleaned. 6 figures. 


Universal Splint for Deformities of the 
Hand. James E. Bateman (Major, M. 
C., A.U.S.). J. Bone & Joint Surg. 28: 
169-73, Jan. 1946. There has long 
been serious need for an apparatus that 
will correct and control the deformities 
of individual nerve paralyses. Prompt 
treatment of injuries to bone and soft 
tissue is paramount and best accom- 
plished by plaster but serious contrac- 
tures often result when associated nerve 
deformities are similarly treated. <A 
splint with a universal holder to which 
accessories may be added for correction 
of hand deformities is described. It has 
given satisfactory results in the treatment 
of some 400 patients and has also been 
further adapted to correct toe deformi- 
ties. 15 figures. 


A Night Splint for the Correction of Genu 


Valgum. H. Wright Seiger. J. Bone & 
Joint Surg. 28:178-79, Jan. 1946. 
Knock-knee is quite common in chil- 
dren. A night splint for its correction is 
described. It has the advantage (1) of 
allowing the child to sleep in any posi- 
tion, (2) of being easily applied by the 
mother, and (3) of providing even pres- 
sure but ho constriction of circulation. 
A 5-year-old child can be taught to ap- 
ply it himself. It is adjustable and can 
be used for children of different ages. 3 
references. 2 figures. 


Gelatin Sponge, a New Hemostatic Sub- 


stance. Hilger Perry Jenkins and James 
S. Clarke, Department of Surgery, Uni- 
versity of Chicago School of Medicine, 
Chicago, Ill. Arch. Surg. 51:253-61, 
Nov.-Dec. 1945. Experimental study 
has been made to determine the behav- 
ior of the gelatin sponge in animal tis- 
sues and response of the tissues to the 
gelatin. Gelatin sponge or foam was 
found to be a relatively bland substance 
which usually undergoes absorption 
within about 5 weeks. It appears to be 
suitable as an absorbable hemostatic sub- 
stance and deserves clinical trial-in sur- 
gery to further determine its merits and 
limitations. 13 references. 6 figures. 
[This has been particularly useful in 
thyroid and liver surgery.—Eb. ] 


The “Split Mattress Bed” in the Care of 


Spinal Cord Injuries. John S. Chaffee 
(Capt., M.C., A.U.S.), A.A.F. Re- 
gional and Convalescent Hospital, Mi- 
ami Beach, Fla. J. Neurosurg. 3:175- 
78, March 1946. A “split mattress bed” 
for spinal cord injuries is described. It 
obviates pressure on the hips and sacrum 
and encourages urinary drainage. It 
simplifies nursing care of patients with 
transverse myelitis. If the patient can- 
not be turned frequently the prone posi- 
tion is well tolerated with this equip- 
ment. 2 references. 1 figure. 


A Simple Retractor for Spinal Surgery. G. 


Mosser Taylor, Department of Ortho- 
pedic Surgery, College of Medical Evan- 
gelists, Los Angeles, Calif. J. Bone & 
Joint Surg. 28:183-84, Jan. 1946. A 
number of retractors have been used for 
spinal surgery but were found to be rath- 
er complicated and unsatisfactory. A 
spinal retractor based upon the principle 
of leverage, using the bone as a ful- 
crum, is described. An important fea- 
ture is the small tip at the end of the 
retracting blade. This tip is caught on 
the lateral surface of the facet at the 
level needing retraction, which acts as a 
fulcrum. This instrument has been used 
for some 6 months with marked satisfac- 
tion. 3 figures. 
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Rayon, An Ideal Surgical Dressing for 
Surface wounds. Neal Owens, New 
Orleans, La. Surgery 19:482-85, April 
1946. Investigation has shown that ra- 
yon is an ideal material for dressings in 
immediate contact with wounds. It per- 
mits adequate drainage, reduces friction 
to a minimum, prevents capillary inva- 
sion and there is much less pain and 
bleeding when dressings are changed. 
A single layer of rayon is applied to the 
wound surface. This is moistened with 
saline solution or 2 per cent acetic acid 


buffered to a hydrogen-ion concentra- 
tion of 4 with sodium acetate. Not more 
than 1 inch should be allowed for over- 
lapping if the limb is encircled, because 
double thickness interferes with drain- 
age. The entire dressing is moistened 
when rayon is used on an_ infected 
wound as the wound secretion otherwise 
becomes dry. It is advisable to moisten 
the rayon with a little ether when re- 
moving it from a noninfected wound, 
10 references. 


4. Surgical Infection 


SULFASUXIDINE AND SULFATHALIDINE 


Epcar J. Poru 
Surgical Research Laboratory of the University of Texas 
Medical Branch, Galveston, Texas 
Texas Rep. Biol. & Med: 4:68-102, Spring 1946 


live years were spent in research, 
clinical trials and observations of two 
new drugs, sulfasuxidine and sulfa- 
thalidine, as to their possibility of 
sterilizing the gastrointestinal tract by 
poor absorption. These studies were 
an outcome of earlier work done with 
sulfaguanidine which proved unsatis 
factory. When this drug is given in 
full therapeutic doses 50 per cent is 
excreted in the urine. Twenty-five 
per cent of the individuals receiving 
sulfaguanidine every 4 hours reacted 
with sufficient severity to require dis- 
continuance of the treatment. 

Sulfasuxidine and sulfathalidine are 
relatively nontoxic and during the 
past 5 years have been given to sev 
eral thousand individuals. There is | 
recorded case of the administration of 
159 Gm. of sulfasuxidine to a sulfa- 
thiazole-sensitive patient for 12 days, 
resulting in a fatal acute agranulocy- 
tosis. 


Sulfathalidine was found to be 2 
to + times as effective as sulfasuxidine 
in causing a reduction of the coli- 
form organisms in the gastrointestinal 
tract. About 5 per cent of the ingest 
ed dose of either drug is excreted in 
the urine; at equal dosage levels the 
toxicity of both is about the same. Of 
the two drugs, sulfathalidine is prob 
ably less toxic at therapeutic dosage 
levels. For an average sized adult 3.0 
Gm. of sulfasuxidine every 4 hours is 
an effective dose. 

In the preoperative preparation by 
sulfasuxidine (3.0 Gm. orally every 4 
hours) a daily bowel movement 1s 
necessary; sulfathalidine in equal dos- 
age should be substituted for sulfa- 
suxidine if a watery diarrhea devel- 
ops; 1.5 Gm. of both drugs every 4 
hours is given occasionally. If a pre- 
operative enema is required, it should 
contain 10 Gm. of sodium bicarbonate 
and 6 Gm. of powdered sulfasuxidine 
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or sulfathalidine per liter of sterile 
water. Usually sulfasuxidine therapy 
results in three or four small bowel 
movements daily, leaving an empty 
collapsed bowel at the time of opera- 
tion. The preoperative preparation 
using sulfathialidine is essentially the 
same as for sulfasuxidine. The dose 
is 1.5 Gm. every 4+ hours. When ex- 
tensive diarrhea is present the dosage 
of sulfathalidine must be doubled. In 
order to control the intestinal flora be- 
yond the period of possible leakage at 
the line of suture following primary 
anastomosis of the bowel, sulfathali- 
dine should be given until the twelfth 
postoperative day, in full therapeutic 
doses. After 24 hours, 30 cc. of cool 
water every hour and 1.5 Gm. of sul 


PENICILLIN THERAPY OF 


INFECTIONS IN 220 


fathalidine every 4+ hours will be tol 
erated by the patient. 

In the treatment of chronic ulcera- 
tive colitis, the drugs should be ad- 
ministered continuously in full thera- 
peutic doses for months. Better toler- 
ance follows use of sulfathalidine. 

It is well established that these two 
drugs alter profoundly the bacterial 
flora of the gastrointestinal tract re- 
gardless of the mechanism used. 

Evidence has shown that in treat- 
ed animals advanced healing occurs by 
the fifth postoperative day, whereas 
in the control group there was little 
evidence of healing and active infec. 
tion persisted. 279 references. 

[Useful adjuncts in the surgical treat- 
ment of large bowel lesions.—-Ep. | 


PATIENTS 


JosepH E. Hamivron (Major, M.C., A.U.S.), ANpREw G. PrRanponr (Major, 
M.C., A.U.S.), Jack M. Evans (Major, M.C., A.U.S.), and 
Monroe J. Romansky (Capt., M.C., A.U.S.) 
Surgery 19:186-219, Feb. 1946 


A review is presented of the work 
of the Penicillin Committee at Walter 
Reed General Hospital from July 
1943 through September 1944. Dos- 
age, methods of administration, com- 
plications and an analysis of clinical 
material are given. The sodium salt 
was chiefly used. The calcium salt 
was used in a few cases but no clinical 
difference between them was found. 

Relatively large dosage was used 
as it was desired to explore the power 
of penicillin rather than the minimal 
effective amount. Staphylococci varied 
widely in susceptibility to the drug, 
which was given initially in doses of 
120,000 to 200,000 units daily. This 
was increased in serious infections to 
500,000 units daily. Large doses were 
found to succeed where standard 


doses failed. A severe staphylococcal 
wound infection showed no response 
to 90,000 to 120,000 units daily but 
yielded to 360,000 units daily. An 
other patient grew worse in spite of 
radical surgery and 200,000 units 
daily but promptly responded when 
given 520,000 units daily. 

Most patients were treated by in- 
tramuscular injections at 3-hour inter 
vals with a drop of 2 per cent novo- 
caine solution added to each cc. to 
prevent pain. No complications of 
more than nuisance value developed 
that could be ascribed to penicillin. 
Standardized laboratory procedure 
was followed throughout the analysis. 
Resistance im vivo to penicillin was 
demonstrated in only three strains of 
staphylococci. 
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Soft tissue infections responded 
well to intramuscular injections every 
3 hours but showed no response to 
external applications. The drug was 
a useful adjunct to surgery in exten- 
sive operative cases when used in 
doses of 160,000 to 200,000 units 
daily for about 8 days. It gave rapid 
relief in bone and joint infections and 
was shown to prevent sequestration in 
acute osteomyelitis. Parenteral peni- 
cillin is a more efficient prophylactic 
against infections in severe burns than 
sulfonamides and is a very satisfactory 
local dressing for burns when applied 
in a water soluble jelly base, 200 to 
250 units per cc. It is very effective 


against brain abscess but surgical 
drainage is necessary as soon as peni- 
cillin causes localization. It is useful 
in empyema but surgical drainage 
later is often necessary. Penicillin is 
also effective in pneumonia not re- 
sponding to adequate sulfadiazine 
therapy and seems superior to the sul- 
fonamides in intra-abdominal suppu- 
ration. It was not shown effective in 
nephritis, acute rheumatic fever or tu- 
berculosis. 32 references. 11 tables. 
6 figures. 

[These authors wisely consider well- 
established surgical principles as well as 
penicillin treatment.—Ep. | 


SEPSIS IN GASEOUS INFECTION (Sepsis pri Gazovoi infektsii) 


Gospit. delo 6:55-56, 1945 


Five per cent of all patients with 
injuries admitted to an evacuation 
hospital of the Red Army had an 
anaerobic infection. The mortality 
rate in this group was 40 per cent. 
Sepsis developed in one-fourth of the 
patients with anaerobic infection; the 
mortality was 62 per cent. Only 36.3 
per cent of the patients in the lower 
echelons of the medical corps received 
a thorough resection of the infected 
parts. The acute form of anaerobic 
sepsis was present in 55 per cent of the 
entire group. In the remaining pa- 
tients the septic condition developed 
slowly. Bacillus perfringens was iso- 
lated from the wound material in all 


cases. In 5 cases it was present to- 
gether with the Bacillus oedematis 
maligni. Staphylococci (25 patients) 
and streptococci (22 patients) pre- 
dominated among the aerobic flora. 

The treatment consisted of wide 
opening of the wound with numerous 
incisions, and the cutting of the fas- 
ciae. Polyvalent antigangrenous se- 
rum was given intravenously in doses 
of 15,000 to 20,000 units daily, to- 
gether with large amounts of physio- 
logic solution (3,000 to 4,000 cc.). 
To combat the co-existing aerobic in- 
fection, sulfonamides were added to 
the infusian. 
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THE ROLE OF THE LYMPHATIC SYSTEM IN EXPANSION 
OF WOUND SEPSIS (Znachenye Limphoticheskoi Sistemi pri 
Rasprostranyeni Ranevovo Sepsisa) 

B. V. OcNnEv 


Central Post-Graduate Medical Institute 
Gospit. delo 6:14-19, 1945 


The role of the lymphatic system 
in injuries of the lower extremities 
was investigated in 22 patients with 
trauma of the legs and 20 patients 
with hematogenous osteomyelitis. In 
all trauma of the lower extremities 
the microflora move from the wound 
through the injured lymphatic vessels 
to the superficial and deep regional 
lymph glands. The aerobic, anaerobic 
and other flora that penetrate from 
the traumatized site to the lymph 
glands immediately after the injury, 
cause no clinical signs or symptoms. 
If an acute inflammation of the lower 
extremity is accompanied by a viru- 
lent infection, the toxin spreads to the 
regional lymphatic system. Further 
intensification of the process causes the 
penetration of the bacilli and the toxin 
to the blood stream through the 
venous-lymphatic anastomoses. 


The development of late purulent 
metastases is caused by the existence 
of a latent infection in the lymphatic 
system. Enlargement of lymph 
glands is also observed in cases of dry 
gangrene, where no infection is pres- 
ent. In acute hematogenic osteomy- 
elitis the glands are enlarged and it 
is possible to find bacilli in the lymph. 
In chronic osteomyelitic conditions the 
lymph does not contain bacilli. They 
reappear in exacerbations and in in- 
volvement of the soft tissues. The 
lymph glands enlarge more often 
when toxins, and not bacilli, reach 
them. 

The author states that certain 
drugs, e.g., salicylic acid, when ap- 
plied to an open wound, are particu- 
larly rapidly absorbed by the lym- 
phatic system. 


EXPERIMENT WITH THE TREATMENT OF INFECTED 
WOUNDS WITH A CULTURE OF BACTERIUM 
PRODIGIOSUM (Opit Lechenya Infitzirovannikh 
Ran Kulturoi Choodesnoi Palochki) 


Q. I. YasTrREBova and Z. P. Mazo 
Medical Institute, Leningrad, U.S.S.R. 
Gospit. delo 6:36-42, 1945 


Bacillus prodigiosus, a new biologic 
antiseptic, was introduced by Kur- 
ochkin in 1942 in the treatment of 
wounds with cultures of this bacillus. 
By order of the Department of 
Health of the’ Soviet Union the au- 
thors investigated the therapeutic re- 
sults of treatment of wounds with this 
mocro-organism. 


The bacilli were kept in a culture 
of agar-agar for 24 hours. The tem- 
perature was 30 or 32° C. Another 
method is to keep the bacilli in a tem- 
perature of 22° C. for 48 hours. The 
bacilli were then washed off from the 
agar-agar with sterile saline solution 
and concentrated (2 billion in 1 
c.mm.). A sterile gauze, moistened in 
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the obtained culture, was placed on 
the infected wound. After 4 or 5 days 
of treatment with a culture of B. 
prodigiosus, the exudate of the wound 
contained numerous staphylococci, 
which do not give a growth on cul- 
tures—they are “bacterial cadavers.” 
The amount of pus in the wound di- 
minished markedly. The next phase 
was characterized by the presence of 
Bacillus alkaligenes proteus, and rare- 
ly colon bacillus, paracolon bacillus 
and B. pyocyaneus. The leukocytes 
had a normal appearance, whereas in 
the previous phase, before treatment 
was started, they changed in appear 
ance or were destroyed. 

In connection with these findings, 
the author recalls that previously 
(1887) Pavlovski explained that B. 
prodigiosus cured rabbits of experi- 
mental Siberian ulcers because it irri- 
tated the phagocytes, causing an in- 
crease in their functional energy and 
in their resistance. 

In the last phase, the wound is al 
most completely free from the above 
micro-organisms. The author treated 
+0 cases with cultures of B. prodigio 
sus: 12 women (aged 22 to 75 years), 
24 men (aged 16 to 53 years) and 4 
children (aged 9 to 13 years). The 
following infectious conditions were 
present: 


CASES 
Cellulitis of the abdominal wall and 
the hips 10 


Slowly healing post-amputation 
y ee I 


wounds 9 
Extensive injury of soft tissues 6 
Trophic ulcers of the legs and feet 5 
Gunshot osteomyelitis of leg bones 

and scapula 3 
\bscesses in the retroperitoneal re- 

gion 3 
Gunshot wounds of the leg, compli- 

cated by gas gangrene 2 


‘Tuberculous periosteitis of a rib with 
secondary infection l 
Chronic pleural empyema ] 


Extremely good results were ob 
tained in 10 cases, good results in 5 
cases, satisfactory results in 13 cases. 
The treatment was unsuccessful in 12 
cases. 


REFERENCES ‘TO CURRENT ARTICLES 

Anaerobic Infection and Gangrene of War 
Wounds in Casualties from the Philip- 
pine Islands. Herbert Conway (Lt. 
Col., M.C., A.U.S.). Surgery 19:553- 
61, April 1946. An analysis is presented 
of 37 cases in which anaerobic infection 
or gangrene occurred as complications 
of war injuries. Compound fracture 
was the primary injury in 75 per cent 
of the cases and soft tissue wounds in 25 
per cent. Incomplete débridement with- 
out dependent drainage is considered the 
most important causative factor. Illus- 
trative cases are reported and symptoms, 
signs, pathology, laboratory findings and 
treatment are discussed. Effort was 
made to determine the value of chemo- 
therapeutic agents in these cases. Gas 
gangrene antitoxin was given in 17 cases 
with no apparent effect. Sulfadiazine 
and penicillin were used in adequate 
amounts without effect. Radical sur- 
gery is the best treatment. 3 references. 
3 tables. 

Gas-Gangrene Following Injection — of 
Adrenaline. Eva V. Cooper, Liverpool, 
England. Lancet 1:459-61, March 30, 
1946. In the case reported an injection 
of 2 minims of adrenalin was given in 
the left upper arm in the treatment of a 
mild urticarial rash considered to be, due 
to a food idiosyncrasy. ‘The patient was 
otherwise in good health. Pain in the 
arm and symptoms of toxemia developed 
within a few hours. A diagnosis of gas 
gangrene was made in.48 hours. Treat- 
ment was by incision of the fluctuant 
area, and use of penicillin and polyvalent 
gas gangrene antitoxin. The toxemic 
symptoms were relieved, but a second 
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Tularaemia—a 





operation was done to remove necrotic 
tissue. The adrenalin used was sterile; 
the source of infection could not be de- 
termined. Animal experiments showed 
that local injection of adrenalin increased 
the toxicity of Cl. welchu. Gas gangrene 
following injections of adrenalin have 
been reported on the Continent, especial- 
ly in France. The source of infection 
in such cases is probably exogenous 
rather than endogenous. 8 references. 
3 tables. 

Penicillin “Therapy: Clinical and Labora- 
tory Observations on Four Hundred 
cases. R. Vaughan Hudson, R. L. 
Meanock, James McIntosh and F. R. 
Selbie, Middlesex, England. Lancet 1: 
409-13, March 23, 1946. Penicillin 
was given systemically in 288 cases, 
combined with local penicillin in 46 
cases; 188 of these 288 cases were sur- 
gical infections. In the cases of surgi- 
cal infection, there were 11 deaths, 8 
failures, 162 recoveries, and 7 cases in 
which the acute condition was reduced 
to a chronic infection. The 92 patients 
treated with local application of penicil- 
lin only included 6 with empyema and 
22 with superficial wounds and ulcers. 
The most effective dosage for systemic 
therapy was found to be 60,000 units 
given intramuscularly every 3 hours. In 
traumatic surgery extirpation of avascu- 
lar tissue was essential. In a few cases 
the radical removal of infected tissue 
followed by primary suture and tempor- 
ary drainage was necessary. Local peni- 
cillin was of value in surface lesions. 
When penicillin was given systemically, 
supplementary local treatment was rare- 
ly necessary except in meningitis and 
empyema. 5 references. 1 figure. 
Problem in Diagnosis. 
Ewen A. Mackenzie, Iroquois Falls, 
Ont. Canad. M. A. J. 54:485-86, 
May 1946. A 60-year-old woman was 


hospitalized with acute diffuse broncho- 
pneumonia. Scattered patches of fine 
moist rales throughout both lungs were 
found on examination. The patient was 
placed on a sulfathiazole pneumonia rou- 
tine. Later, a diagnosis of typhoid fever 
was considered; a Widal test showed 
negative results. Finally, a correct diag- 
nosis of tularemia was made. The pa- 
tient’s history revealed she had had 200 
tame rabbits, and rabbit meat had been 
her staple article of diet for almost 2 
months. After 18 days she was dis- 
charged, and no recurrence of signs or 
symptoms has been noted in over a year’s 
follow-up. In 85 per cent of cases of 
tularemia the portal of entry can be 
identified; the remaining 15 per cent, 
with no obvious portal of entry, present 
a marked generalized adenopathy. In 
the so-called typhoid group, to which the 
case studied belongs, the exact mode of 
innoculation is unknown. In this case 
there was no evidence of a primary fo- 
cus, nor history of one, nor were there 
any palpable lymph glands; the skin or 
lungs seem the probable portal of entry. 


Desensitization to Insect Bites. Alexander 


Hatoff, Oakland, Calif. J. A. M. A. 
130:850-54, March 30, 1946. Of 129 
susceptible’ infants and children with an 
average age of 4 years, 78 per cent 
were benefited by the use of flea antigen 
by the method of Reed and his associates. 
All had irritation and pruritus; an in- 
cised wheal was observed in 84 per cent, 
and secondary infection was noted in 16 
per cent. Children up to 5 years were 
given ().1 cc. of flea antigen initially and 
0.2 cc. for at least three inoculations; in 
those over 5 years, 0.2 cc. was given in 
the first subcutaneous dose, and 0.4 ce. 
for at least five subsequent injections on 
alternate days. An average of 8 days 
ensued between the initial injection and 
response. 3 references. 10 tables. 
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5. Tumors 
REFERENCES TO CURRENT ARTICLES 


Pheochromocytoma of the Adrenal Gland. 


Louis Soffer, William H. Mencher and 
Ralph Colp, Mt. Sinai Hosp., New 
York, N. Y. Surg. Clin. North Ameri- 
ca 26:368-81, April 1946. Two cases 
of pheochromocytoma of the adrenal 
gland are reported. In the first patient, 
the symptoms lasted over a period of 
fifteen years, during 10 of which an ab- 
dominal mass, weighing 2,000 Gm. at 
operation was readily evident. Despite 
the long duration of the disease and the 
enormous size of the tumor the patient 
failed to develop a permanent hyperten- 
sion and eventually recovered complete- 
ly. The second patient also presented 
symptoms over a prolonged period of 
time. The presence of two distinct 
pheochromocytomas arising from the 
same pedicle is most unusual. The ma- 
lignant nature of the tumor makes the 
prognosis in this case dubious. Episodes 
of paroxysmal hypertension with or 
without a concomitant glycosuria, the 
presence of a palpable abdominal mass, 
or the demonstration of such mass by 
intravenous or retrograde , pyelography 
or by perirenal insufflation must arouse 
the strong suspicion of the existence of a 
pheochromocytoma. Occasionally, the 
hypertension may be of a permanent 
character rather than paroxysmal. The 
patient must be prepared for operation 
by the generous use of adrenal cortical 
extract and intravenous fluids. The re- 
moval of the tumor is usually followed 
by shock which may be profound and of 
long duration. During this period, the 
frequent use of epinephrine and neosyne- 
phrin, adrenal cortical extract as well as 
blood or plasma transfusions and a con- 
tinuous intravenous drip of isotonic sa- 
line and 5 per cent glucose must be con- 
tinued until the patient is well out of 
danger. 

Removal of a Benign Tumor From the 
Face. Joseph C. Urkov, Chicago, IIl. 
Clin. Med. 53:10, Jan.-Feb. 1946. In 


removing a benign tumor from the face, 
instead of the usual horizontal or verti- 
cal incision, it is preferable to make two 
elliptical incisions to form an oval di- 
rectly over the tumor area. The Allis 
forceps which grasp the oval section of 
skin are used for traction which permits 
undermining with considerable ease. 
The scissors find the line of cleavage and 
permit the shelling of the tumor with 
the minimum trauma and bleeding. The 
enucleated tumor and the attached oval 
piece of skin is removed en masse, and 
the dead space closed with interrupted 
cotton sutures. Pressure dressing limits 
the amount of serum and prevents a 
hematoma. 2 figures. 


Sacral Dermoid Cysts, Especially With a 


View to Their Treatment. H. Frostad, 
Alesund’s Municipal Hospital, Sweden. 
Acta chir. Scandinav. 93:23-32, Jan. 
19, 1946. Complete extirpation and 
primary closure without drainage are 
advocated by the author. After the op- 
eration the patient lies in a ventral posi- 
tion for 5 to 6 days and is kept on a 
liquid diet. On the fifth or sixth day the 
sutures are removed. The author re- 
ports 40) cases, with a slight suppuration 
in only two patients. The average hos- 
pitalization time was 7.5 days. 


The Value of the Different Methods of 


Treating Cutaneous Cancers ( Tsennost 
Razlichnikh Metodov Lechenya Raka 
Kozhi). A. L. Khalipski, Ukrainian 
Roentgenological, Radiological and On- 
cological Institute, Kharkov, U. S. S. R. 
Vrach. delo 9-10, Sept.-Oct. 1945. The 
surgical method of treatment of cancers 
of the skin frequently is followed by re- 
currence and should be replaced by dia- 
thermocoagulation, roentgenotherapy or 
radiotherapy. The author considers dia- 
thermocoagulation the most practical 
method under present conditions. It 1s 
particularly recommended for some car- 
cinomas of the trunk and extremities. 
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Roentgenotherapy and radiotherapy are 
indicated when good cosmetic results are 
important, especially in carcinomas of 
the face. In some cases a combination 
of irradiation and thermocoagulation is 
preferable. [This methdéd has the dis- 
advantage of lack of biopsy. While it is 
a good method it is not the only one.— 
Ep. | 

Fibrosarcoma Protuberans, Arising on an 
Old Burn Scar. Marvin L. Niedelman, 
Philadelphia, Pa. Ann. Surg. 123:311- 
14, Feb. 1946. A man 48 years old 
developed a mass on the left lower chest 
in the site of a burn that he had sus- 
tained in childhood. The mass grew and 
ulcerated. Biopsy showed a dermato- 
fibrosarcoma; the original lesion was evi- 
dently a dermatofibroma that had be- 
come a fibrosarcoma. Neither radio- 
therapy nor operation was considered to 
be indicated in this patient because of ex- 
tension to the chest wall. This type of 
tumor is rare, and it is unusual for it to 


develop on a burn scar. 3 references. 
2 figures. 

Accidental Transplant of Cancer in the 
Operating Room, with a Case Report. 
W. W. Brandes, W. C. White and J. 
B. Sutton, New York, N. Y. Surg., 
Gynec. & Obst. 82:212-14, Feb. 1946. 
Tumor cells have been demonstrated on 
the blades of knives used in resection or 
biopsy of malignant tumors and also on 
clamps and tenacula used to grasp breast 
tumors and adjacent blood vessels. In 
the case reported, all precautions had 
been taken after biopsy of a malignant 
scirrhous carcinoma of the breast before 
mastectomy, but after mastectomy a skin 
graft was taken from the thigh without 
changing the operator’s gloves. Al- 
though the gloves were washed in sterile 
water, cancer nodules subsequently de- 
veloped on the donor site on the thigh. 
The malignant cells were evidently 
transferred on the operator’s gloves. 5 
references. 5 figures. 


6. Neurosurgery 
PENETRATING HEAD WOUNDS: EXPERIENCES FROM 
THE ITALIAN CAMPAIGN 


RatpeH A. Munstow (Major, M.C., A.U.S.) 
Ann. Surg. 123:180-89, Feb. 1946 


In a series of 140 patients with 
penetrating wounds of the head oper- 
ated on at an evacuation hospital dur- 
ing the Italian campaign, 12 per cent 
were in shock on admission to the hos- 
pital; 36 per cent had associated in- 
juries; 78 per cent were conscious at 
the time of examination. Monoplegia 
or hemiplegia was found in 20 per 
cent, hemiparesis in 8 per cent, apha- 
sia in 11 pér cent and homonomous 
hemianopsia in 4 per cent. Decere- 
brate rigidity was present in 4 per 
cent of these patients, all of whom 
died. Almost half of this series of pa- 
tients (43 per cent) showed some 


brain tissue herniation through the 
wound. Roentgenograms showed for- 
eign bodies in 53 per cent of the pa- 
tients, indriven bone fragments in 43 
per cent, depression of one or both 
tables of the skull in 49 per cent, stel- 
late type fracture in 14 per cent, and 
“bursting” fracture in 3 per cent. 

An elliptical excision of the scalp 
wound was possible in most cases. 
Usually a circular or ovoid bony de- 
fect was found, and this was enlarged 
with rongeurs so as to obtain clean 
bone edges and normal dura at the 
periphery. The dura was lacerated in 
77 per cent of cases; débridement 
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usually consisted in excising only the 
frayed edges of the dural membrane. 
In the cases in which the dura was in- 
tact, it was opened sufficiently to ex- 
plore for subdural or intracortical 
clot. When foreign bodies or bone 
fragments entered the brain, they 
usually created tracts. Damaged 
(pulped) tissue and clots were re- 
moved from these tracts by aspiration 
(suction and irrigation). The attempt 
was made to dislodge both bone frag- 
ments and foreign bodies by irrigation 
or under direct vision; in narrow deep 
tracts where metallic foreign bodies 
could not be visualized, removal by 
magnet was attempted. Finger ex- 
ploration of the brain tract was em- 
ployed when feasible, and bone frag- 
ments were removed by this method 
in cases in which their presence had 
not been demonstrated roentgeno- 
graphically. It was considered more 
important to remove all bone frag- 
ments than small shell fragments, as 
the latter were less likely to cause in- 
fection and, if situated deeply, their 
removal required more extensive sur- 
gery than the nature of the lesion 
justified; 60 per cent of all foreign 
bodies were removed surgically. 

In the first series of cases, sulfona- 
mide powder was usually introduced 
into the wound; this was subsequently 
discontinued, and no local chemother- 
apy was used until penicillin became 
available. In approximately the last 
half of the series, 10,000 units of pen- 
icillin in 2 cc. to 5 cc. distilled water 
were introduced into the brain cav- 
ity. The dural wound was closed 
tightly in over half the cases; in an 
additional 7 per cent it was closed by 
the use of grafts or pericranium or 
fascia lata. Sufathiazole or sulfadia- 
zine was given parenterally as a post- 
operative routine in the first of the 


series. When penicillin became avail- 
able, 25,000 units were given intra- 
muscularly every 3 hours for at least 
5 days. Patients were given food and 
fluid by mouth and encouraged to be- 
come ambulatory as soon as possible. 
Blood transfusion, plasma, and lum- 
bar puncture were employed when in- 
dicated. 

There were 24 deaths in the series, 
a mortality of 17 per cent. It was 
possible to follow up 103 soldiers sent 
to general hospitals in the rear; 11.6 
per cent developed some type of in- 
fection. The incidence of infection 
was definitely higher (21 per cent) in 
those treated with sulfonamides in the 
earlier cases than in those treated with 
penicillin in the later cases (5.7 per 
cent). This lowering of the incidence 
of infection cannot be attributed to 
the use of penicillin alone, however, 
as in the later cases the use of a drain 
(down to the dura) was discontinued, 
and the later group of patients could 
be held longer in the Evacuation 
Hospital until healing of the wound 
was more complete. 4 tables. 


REFERENCES TO CURRENT ARTICLES 


A Report of the Treatment of Craniocere- 
bral Wounds in an Evacuation Hospital. 
Thomas A. Weaver, Jr. (Major, M.C., 
A.U.S.) and Andrew J. Frishman 
(Capt., M.C., A.U.S.). J. Neurosurg. 
3:148-56, March 1946. A series of 
126 penetrating wounds of the skull and 
brain, treated in an Army evacuation 
hospital in Europe, is reported. Of these, 
114 were operated on with a mortality 
of 12.3 per cent. 4 tables. 

Pneumococcal Meningitis After Head In- 
jury; Treated with Intrathecal Penicil- 
lin. R. P. Jepson (Capt., R.A.M.C.) 
and C. W. M. Whitby (Major, R.A. 
M.C.). Lancet 1:228-32, Feb. 16, 


1946. Ten cases of pneumococcal men- 
ingitis are reported; 9 followed head in- 
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jury. Penicillin was given intrathecally 
in all these cases. Single doses em- 
ployed varied from 5,000 to 50,000 
units; the intrathecal injections were 
usually given once in 24 hours; penicil- 
lin was also given intramuscularly in a 
dosage of 15,000 units every 3 hours. 
If there was evidence of spinal block, 
penicillin was given by the ventricular 
route. Of the 9 patients with head in- 
jury, 5 recovered, 3 died of meningitis, 
and 1 died of other causes after the 
meningitis had been controlled. 10 ref- 
erences. 9 tables. 

Wartime Neurosurgical Experiences. Wal- 
ter G. Haynes (Lt. Col., M.C., A.U.S., 
Ret.). Surgery 19:543-52, April 1946. 


Early, primary, definitive and complete 


7. Skull 


surgery is necessary in neurologic in- 
juries to avoid later complications. Re- 
cent surgical adjuncts, new technics and 
penicillin reduced mortality from 37 per 
cent in World War I to 12 to 15 per 
cent in World War II. Adequate re- 
section of the missile tract to healthy 
brain, and ural closure are vitally im- 
portant. Penicillin locally is most valuable 
and more effective than sulfonamides 
in lowering incidence of infection. Sul- 
fonamides administered locally, how- 
ever, are valuable in aiding early repair 
of peripheral nerve injuries. Brain 
abscesses are excised in their entirety, 
including the capsule, and up to 100,- 
000 units of penicillin instilled. 9 refer- 
ences. 1 table. 4 figures. 


THE REPAIR OF CRANIAL DEFECTS BY BONE GRAFTING 


R. A. Money 
Royal Prince Alfred Hospital, Sydney, Australia 
Surgery 19:627-50, May 1946 


Large bone grafts obtained from 
the inner table of the ilium are ideal 
in repair of cranial defects in that (1) 
a large portion can be obtained in a 
single graft, (2) it is curved in the 
correct planes and can be molded 
further, (3) its inner surface is smooth 
and not likely to become adherent, 
and (4) its outer surface invites a 
fresh blood supply from the scalp. 
The outstanding contraindications for 
cranioplasty are retained foreign 
bodies and infection. 

The scalp is reflected, the dura 
identified, freed and reconstituted, 
and scar tissue excised. In-driven 
bone is removed. The graft is ob- 
tained by cutting just above the crest 
of the ilium. It is trimmed and wired 
into place; the scalp is replaced and 
the wound closed accurately. Drain- 
age for 36 to 48 hours is advisable, 


and the application of a large protec- 
tive dressing. 

A series of 20 patients was treated 
with 21 grafts. In 16 patients lacera- 
tion of the dura mater or brain had 
occurred; in 10 there were brain scar 
and ventricular diverticulum; 13 had 
major epileptiform fits. The inner 
table of the ilium was used on 14 oc- 
casions and the outer table of the 
skull twice. Cadaver grafts were 
used on the remainder. In 3 patients 
a free graft of fascia was used for 
damaged dura mater. 

There were satisfactory results in 
11 patients, relief in 5, and unsatisfac- 
tory results in 3. One patient was 
not followed long enough. Of 13 
patients with fits, 6 were cured and 4 
relieved. 6 references. | table. 20 
figures. 
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CEREBRAL FUNGUS FOLLOWING PENETRATING WOUNDS 
Evorince H. CAMPBELL, JR. (Col., M.C., A.U.S.) and JoHN Marrin 


(Major, M.C., A.U.S.) 
Surgery 19:748-55, May 1946 


‘Thirty-two cases of cerebral fungus 
which occurred among 426 penetrat- 
ing skull wounds in soldiers were 
studied. There were two types of 
infections: (1) “benign,” which con- 
sisted of locally infected herniations 
associated with superficial wound in- 
fections; (2) “malignant,” which 
occurred with deeply infected wounds, 
overlooking hematomas, or necrotic 
tissue. In most of these the dura was 
left unsutured or it was forced open 
by pressure and infection. 

All except 1 of 13 “benign” lesions 
were small, grew slowly, and.caused 
no progressive neurologic changes. 
Systemic chemotherapy was used; the 
wounds healed in a few weeks. 

Among 19 “malignant” lesions, 


there were 6 known deaths. These 
hernias were large and shaggy, and 
bled. They tended to grow with 
progressive neurologic changes. Treat- 
ment entailed evacuation of the abscess 
or hematoma and/or redébridement 
of the wound, plus systemic sulfona- 
mide and/or penicillin therapy. Ex- 
cision of the fungus flush with the 
dura lessened pressure but was not 
essential. Penicillin was employed 
intrathecally as well, wherever signs 
of meningeal irritation or invasion ap- 
peared. Dural closure at the initial 
operation is recommended. Six case 
histories exemplifying treatment are 
cited, and the errors pointed out. 10 
references. 


CKPHALHEMATOMA DEFORMANS: LATE DEVELOPMENTS 
OF CEPHALHEMATOMA 
A. SCHULLER and F. MorGan 


St. Vincent’s Hospital, Melbourne, Australia 
Surgery 19:651-60, May 1946 


One man and + women, at the ages 
of 20, 27, 54, 71, and 72 years, re- 
spectively, showed a peculiar type of 
cranial deformity—a unilateral bulg- 
ing of the anterior part of the skull. 
Its origin was in infancy or childhood. 
No sign or symptom of intracranial 
or ocular disorder was present in 4 
patients; the fifth patient at the age 
of 20 suddenly complained of head- 
aches and exophthalmos, which were 
attributed to pressure by the hema- 
toma. 

Roentgenograms showed an exten- 
sive hyperostosis in the anterior part 


of the skull. Diploetic hyperestosis 
prevailed in the calvaria, eburnated 
hyperostosis in the basal area. Osteo- 
porosis and sclerotic islands, bone 
fragments and cavities inside the 
diploe were seen. Pneumatization 
was lacking or atypical in the hyper- 
ostotic area. 3 references. 8 figures. 
REFERENCES TO CURRENT ARTICLES 
The Repair of Skull Defects with Special 
Reference to the Use of Tantalum. 
Harold C. Voris, Loyola University 
School of Medicine, Chicago, Ill. Surg. 
Clin. North America 26:33-55, Feb. 
1946. The repair of skull defects should 
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be undertaken in compound or con- 
taminated wounds only after such 
wounds are completely healed and when 
there is no evidence of intracranial in- 
fection. The available choice of mate- 
rial is a wide one but practically can be 
narrowed down to autogenous grafts 
or to the newer noncytotoxic alloplastic 
materials. “Tantalum is quite satisfactory 
for the repair of skull defects of various 
sizes. It is malleable and can be formed 
at the operating table to fit most defects. 
It is strong and can thus be used in very 
thin plates. Although no long-time ob- 
servations are available, it appears to be 
noncytotoxic and entirely inert in the 
tissues. It is radiopaque, so that large 
plates will interfere with subsequent 
roentgenographic examinations. 


Frontal Osteomyelitis with Subdural 


Abscess and Hemiplegia after Frontal 
Sinusitis. A. A. Cirillo, Jamaica, N. Y. 
J. A. M. A. 131:105-107, May 11, 
1946. A case of frontal osteomyelitis 
with subdural abscess and hemiplegia 
after sinusitis is reported. The inade- 
quacy of chemotherapy and_ penicillin 
therapy seems to be borne out by the 
course this particular case pursued. The 
importance of adequate surgical meas- 
ures, to include wide removal of involved 
bone, and adequate drainage is apparent. 


Osteomyelitis of the Frontal Bone and Sub- 


dural Empyema with Recovery. Sidney 
W. Gross, New York, N. Y. Am. J. 
Surg. 71:828-31, June 1946. A pa- 
tient with a subdural empyema second- 
ary to suppurative frontal sinusitis re- 
covered promptly following adequate 
operative surgery combined with systemic 
and local penicillin and _ transfusions. 
The openings made in the skull should 
be large enough to provide adequate 
drainage. Primary closure of the scalp 
flap is never justified. 


Penetrating Wounds of the Head. Milton 


Tinsley (Major, M.C., A.U.S.). Sur- 
gery 19:535-42, April 1946. An anal- 
ysis is presented of 78 cases of penetrat- 
ing wounds of the head, all battle 
casualties. | Experience showed _ that 


operation should not be done until the 
patient is in a properly equipped hospital. 
Primary closure was done in 61 patients 
regardless of time after injury. Time 
lag and chemotherapy are important but 
not deciding factors in primary closure. 
Most important factor in prevention of 
infection is direct vision thorough and 
radical débridement with removal of 
foreign bodies. Adequate exposure of 
both skull defect and brain injury is most 
important. A sliding scalp flap is prefer- 
able to avoid tension. Lumbar puncture 
should be used for diagnosis and not 
therapy. 6 tables. 


Late and Repeated Operations in Cranial 


Lesions (K voprosu o pozdnikh i povtor- 
nikh operatstakh pri ranyenyakh cher- 
epa). M. K. Kapulovski and A. A. 
Khasanov (M.C., Red Army). Khirur- 
giya 7:13-16, 1945. Indications for 
autoplastic repair of large defects of the 
skull are: (1) poor healing or suppuration 
of the wound; (2) uneven osseous mar- 
gins of the wound, osteomyelitic changes 
in the bones, pressure upon the brain; 
(3) presence of foreign bodies in the 
wound area; (4) toxicity, with an eleva- 
tion of temperature and changes in the 
white cell count; (5) progressive menin- 
geal irritation, and (6) symptoms of in- 
creased intracranial pressure, not  re- 
lieved by spinal puncture or by dehydra- 
tion therapy. Fifty patients were op- 
erated upon. Six died and the others 
recovered completely. 


The Method of Choice for Autoplastic 


Closure of Large Cranial Defects 
(Metod vibora autoplasticheskovo zapol- 
nyenya bolshikh defektov cherepa). A. 
A. Kozirev and M. I. Kulagin, Surgical 
Clinic, Medical Institute, Irkutsk, U.S. 
S.R. Khirurgiya 7:16-20, 1945. The 
author uses a modified Dobrotvorski 
method in filling up bony defects in the 
skull by use of the eighth rib, resected 
subperiosteally. The rib is split flatly. 
The place of the resection of the rib is 
sutured. A skin graft is prepared for 
the area over the wound in the skull. 
Subperiosteal pockets in the cranial bones 
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are made for the fixation of the trans- 
planted bone and the bony defect is then 
filled by the rib section. The skin graft is 


sutured. The operative results with this 


8. Brain 


method were good. ‘Traumatization of 
the skull and the danger of injuring the 
brain were completely avoided. Two 
cases are described in detail. 


THE SURGICAL TREATMENT OF VASCULAR ANOMALIES 
OF THE PREMOTOR AREA PRODUCING EPILEPSY 
FREDERICK LEET REICHERT 


Stanford University School of Medicine, San Francisco, Calif. 
Surgery 19:703-24, May 1946 


Fifteen cases of premotor vascular 
anomalies causing jacksonian epilepsy 
were treated by coagulation of the 
vascular lesions, a procedure which 
proved feasible and satisfactory. Nine 
of the 15 patients had premotor signs, 
and 6, besides having the cortical 
vascular anomalies, had one or more 
dural angiomas. Four had cortical 
angiomas or hemangiomas. In 3 of 
the 15 cases, callosal angiomas were 
proved by ventricular needle punc- 
ture. In these 3 cases the ventriculo- 
grams showed a new sign of separation 
of the bodies of the ventricles. 

Coagulation of the abnormal ves- 
sels frequently produced a transient 


CRANIAL NERVE SURGERY 


hemiplegia, until normal collateral 
vascular channels developed. Sub- 
temporal decompression made a 
smoother convalescence if employed 
when there was evident disturbance of 
cortical circulation resulting from co- 
agulation. Intravenous hypertonic 
solutions aided materially in overcom- 
ing the cerebral edema that followed 
the disturbance of circulation incident 
to the operative coagulation. 

Two of the 15 cases had only tem- 
porary relief from seizures after oper- 
ation. Seven had milder and less fre- 
quent attacks, and 6 had no seizures 
after operation. 12 references. 12 
figures. 


IN THE POSTERIOR FOSSA 


F. A. VERBEEK 
Groningen, Holland 
Surgery 19:612-26, May 1946 


One hundred thirty operations for 
major trigeminal neuralgia were per- 
formed; in 40 Dandy’s suboccipital 
route and in 90 Dr. Frazier’s sub- 
temporal route was followed. The 
suboccipital route was found to be 
preferable. If the anesthesia is not 
perfect, there is too much bulging of 
the cerebellum anda partial section of 


the sensory root of the fifth nerve at 
the pons is not justified. Two new 
instruments which were introduced 
for intracranial surgery are described. 

The eighth nerve was sectioned for 
Méniére’s disease in 28 patients, fol- 
lowing Dandy’s method, with excel- 
lent results. Operative treatment of 
benign encapsulated tumors in the 
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cerebellopontine angle in 21 patients, 
with good results, is reported. The 
section of the ninth nerve for glosso- 


pharyngeal tic, in 2 patients, is de- 
scribed. 36 references. 3 figures. 


CONTRALATERAL, IPSILATERAL, AND BILATERAL REPRE- 
SENTATION OF CUTANEOUS RECEPTORS IN SOMATIC 
AREAS I AND II OF THE CEREBRAL CORTEX OF 
PIG, SHEEP, AND OTHER MAMMALS 


Cuinton L. Woo sey and Davin FarrRMAN 
Johns Hopkins University School of Medicine, Baltimore, Md. 
Baltimore, Md. 
Surgery 19:684-702, May 1946 





The somatic receiving areas of the 
cerebral cortex of anesthetized pigs 
and sheep were studied by recording 
electrical potentials evoked by stimu- 
lating cutaneous receptors. Two areas 
were found: I, the homologue or the 
primate postcentral gyrus, and II, 
which in monkeys is on the upper bank 
of the sylvian fissure. An ipsilateral 
face area, receiving impulses from the 
side of the face, tongue, and floor of 
mouth, was found neighboring the 


contralateral face subdivision of I. 
Face and arm subdivisions of I were 
found in the pig, and face, arm and 
leg subdivisions of II were found in 
the pig and sheep. 

The relations of cortex to skin were 
entirely crossed in I, except for the 
ipsilateral face area. Both sides sent 
impulses into II, but the contralateral 
responses were larger. Dual repre- 
sentation has also been found in other 
areas. 60 references. 6 figures. 


A HYPOTHALAMIC SYNDROME AND PERIVENTRICULAR 
EPILEPSY AS A LATE SEQUEL OF BRAIN INJURY: 
REPORT OF A CASE WITH AUTOPSY 
Leonarp B. Cox 


Melbourne, Australia 
Surgery 19:669-83, May 1946 


An 8-year-old boy who appeared 
to be recovering from a severe head 
injury developed, after 13 months, a 
voracious appetite, thirst, gain of 
weight, and undue sleepiness. A 
month later vasomotor and respira- 
tory changes, hunger and attacks of 
semiconsciousness developed. 

At autopsy an area of gliosis and 
new vessel formation surrounding the 
aqueduct and extending down into the 
brain stem was observed. A gliotic 
area was present in the left internal 


capsule. The lesion affected the zone 
of the periventricular fibers and not 
the hypothalamic nuclei. There was 
cavity formation in the subependymal 
glia of the ventricles, and a large 
combined cavum septi pellucidi and 
cavum Vergae was present. 20 refer- 
ences. 8 figures. 


REFERENCES TO CURRENT ARTICLES 


Histological Studies of the Brain Following 
Head Trauma. II. Post-Traumatic 
Petechial and Massive Intracerebral 
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Concussion and Contusion. R. 


Hemorrhage. Joseph P. Evans and 
Mark Scheinker, Laboratory of Neuro- 
pathology, Cincinnati General Hospital 
and Department of Surgery, University 
of Cincinnati College of Medicine, Cin- 
cinnati, Ohio. J. Neurosurg. 3:101-13, 
March 1946. Three cases of post- 
traumatic petechial and massive intra- 
cerebral hemorrhages are described clin- 
ically and histologically, and 5 other cases 
are presented which demonstrate such 
hemorrhages, in addition to superficial 
cortical lacerations, within the deeper 
structures of the brain. ‘The deeper 
hemorrhages may result in part from 
vasoparalysis caused by transmission of 
force from the site of impact. 37 refer- 
ences. 8 figures. 


Water Content of the Brain after Con- 


cussion and its Noncontributory Relation 
to the Histopathology of Concussion. 
W. F. Windle, W. A. Ramback, M. I. 
Robert de Ramirez de Arellano, R. A. 
Groat and R. F. Becker, Institute of 
Neurology and Department of Anatomy, 
Northwestern University Medical 
School, Chicago, Ill. J. Neurosurg. 3: 
157-64, March 1946. By use of a 
method to determine quantitatively the 
water in brain tissue, slight though sig- 
nificant increases were observed in 
guinea pigs 8 and 17 hours after experi- 
mental concussion. There was no 
change in cerebrospinal fluid pressure. 
Highly significant increases were effected 
by forcing water through a stomach 
tube, but no brain alterations were ob- 
served in histopathological studies. 13 
references. 5 tables. 


Douglas 
Wright, Melbourne, Australia. Surgery 
19:661-67, May 1946. 
concussion and contusion is spatial dis- 
tortion of the elements of the neuraxis. 
This may occur at the spinomedullary 
junction when the head is accelerated 
away from the neck. It may occur in 


The cause of 


the intracranial contents when the head 
is rotated, or it may result frem distor- 
It may also result 


tion of the cranium. 


The 


from liberation of bubbles from the 
intracranial blood in the areas of reduced 
pressure. 5 references. 4 figures. 


The Syndrome of Airblast Concussion: 


Cerebral. Robert S. Schwab (Comdr., 
M.C., U.S.N.R.). J. A. M. A. 131: 
101-103, May 11, 1946. The author 
feels that over 90 per cent of the so- 
called air blast concussion cases are ex- 
treme hysterical anxiety states produced 
in men who have been exhausted or 
otherwise sensitized to this form of 
trauma. Psychotherapy is indicated in 
such cases. Obviously they do not belong 
to the surgical category. 


Importance of Air Studies in a 
Neurosurgical Clinic. Gilbert Horax, 
Department of Neurosurgery, Lahey 
Clinic, Boston, Mass. Surgery 9:725- 
30, May 1946. The employment of air 
injections into the cerebral ventricles and 
subarachnoid spaces is an epoch-making 
advance in neurology. It has made 
possible the diagnosis and operative ap- 
proach to a great number of intracranial 
lesions hitherto undisclosed. Through 
encephalography, 9 of 323 patients were 
shown to have new, unsuspected 
growths. One of its greatest diagnos- 
tic functions is to distinguish between 
cerebral vascular disease and a_ possible 
tumor. Through ventriculography in 
106 cases, a tumor was disclosed in 72 
instances and abscesses in 3. Six case 
histories which illustrate these facts are 


described. 4 references. 


Complete Extracapsular Excision of Tu- 


mors of the Hypophysis. German Hugo 
Dickmann, Neuro-Surgery Department, 
Buenos Aires University, Buenos Aires, 


Argentina. Surgery 19:605-11, May 
1946. ‘Two cases are presented: one 


a cystic chromophobe adenoma of the 
hypophysis in a 21-year-old man, and the 
other, a glioepithelioma of the supra- 
sellar portion in a 42-year-old man. 
Both tumors were excised with their 
capsules following Dandy’s procedure. 
The results were excellent. The loss of 
sexual desire in 1 patient was attributed 
to lesions of the suprachiasmatic centers 








of th 
in th 


Am 
which 
the ce 
coron: 
ential 
is of | 
and c 


tory, 
graph 


pulpc 
over 
pain 
prope 
cedur 
supp 
in in 
is inc 
relie\ 
if th 
capac 
is sat 
event 
jectec 
in W 
gical 








QUARTERLY REVIEW OF SURGERY 29 





of the hypophysis. The great excitement 
in the postoperative period may have re- 


sulted also from a lesion of the lateral 
hypothalamus. 11 references. 4 figures. 


9. Spine and Spinal Cord 


RUPTURED INTERVERTEBRAL DISK SIMULATING 
ANGINA PECTORIS 


ALLEN Izarp Josgy (Col., M.C., A.U.S 


(Lt. Col., 


.) and Francis MuRPHEY 


M.C., A.U.S.) 


].A.M.A. 131:581-87, June 15, 1946 


Among the many conditions with 
which ruptured intervertebral disks in 
the cervical region may be confused is 
coronary artery disease. The differ- 
ential diagnosis of these two conditions 
is of grave importance to the patient 
and can be made on the basis of his- 
tory, physical findings, electrocardio- 
graphic studies and_ roentgen-ray 


studies of the cervical spine. 

Seven patients with ruptured cerv- 
ical discs with precordial pain as their 
presenting symptom were studied in 
detail by the authors. Three were 
operated on with relief of precordial 
pain. 

[This is an important paper.—Ep. ] 


RUPTURE OF THE INTERVERTEBRAL DISK 


BENJAMIN B. Wuircoms (Major, M.C., A.U.S.) 
Halloran General Hospital, Staten Island, N. Y. 
M. Clin. North America 30:431-44, March 1946 


Diagnosis of a herniated nucleus 
pulposus was made by myelography in 
over 1,125 patients with low back 
pain and sciatica. This test when 
properly done is not a dangerous pro- 
cedure. Bed rest on a firm mattress, 
supported by a fracture board is used 
in immediate treatment. Operation 
is indicated if the first attack is not 
relieved by conservative therapy and 
if there are recurrent attacks of in- 
capacitating pain. In most cases, relief 
is satisfactory and convalescence un- 
eventful, unless the patient is sub- 
jected to early physical strain. Early 
in World War II, 75 per cent of sur- 
gical patients were returned to duty as 


compared to 25 per cent of those not 
operated on; however, most in the 
former group were unable to complete 
a full day’s work. Removal of a 
herniated disk is recommended for the 
sciatica, but a traumatic arthritis per- 
sists and may give continued disability 
from low back pain. 

Postoperatively as well as during 
remissions, a regimen of muscle-build- 
ing exercises should be followed. Fre- 
quently there is need for adequate 
back support during the healing proc- 
ess; the ideal support should fit down 
over the buttocks and restrict the mo- 
tion of the two lowest joints of the 
spine. 11 references. 
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PECULIARITIES OF THE COURSE OF TRAUMATIC OSTEO- 
MYELITIS IN THE CERVICAL PART OF THE SPINE 
(Osobennosti lechenya travmaticheskich osteomielitov 
sheinoi chasti pozvonochnika ) 

S. F. Lernik 


Sverdlovsk, U.S.S.R. 
Khirurgiya 7:37-41, 1945 


Acute traumatic osteomyelitis of the 
upper cervical spine is often the result 
of bullet wounds of the bones of the 
face or of the soft tissues of the upper 
neck, in which the bullet has trauma- 
tized the periosteum of the vertebrae. 
The patients complain of pain in the 
neck, particularly during movements 
of the head. These movements soon 
become limited. The temperature 
rises. Sometimes meningeal symp- 
toms are present; this usually confuses 
the picture and leads to false diag- 
noses. Roentgenograms may not de- 
tect the initial process; the roentgen- 
ray diagnosis is easier in the later 
phase. 

Although the patients may be feel- 
ing quite comfortable, they must al- 
ways be considered by the physician 
as being severely ill, and treatment 
must be instituted immediately. It 
consists mainly of plaster cast around 
the neck. 

The most frequent complication, 
developing 1 to 3 months after the 
injury, is the formation of a purulent 
discharge from the osteomyelitic ver- 
tebra. The result is the formation of 
a retropharyngeal phlegmonous cellu- 
litis. Sometimes it is possible to see 
a protrusion on the posterior wall of 
the pharynx. In such cases the pa- 
tient has difficulty in swallowing. 
Sometimes an inspirational stenosis is 
present. The phlegmon should be 
opened by incision of the posterior 
wall of the mesopharynx or hypo- 
pharynx. If the phlegmon opens 


spontaneously, the opening should be 
widened. Sulfonamide therapy should 
be instituted in all cases. 


REFERENCES TO CURRENT ARTICLES 


Extradural Spinal Hemorrhage. A.- Ver 
Brugghen, Chicago, Ill. Ann. Surg. 
123:154-59, Jan. 1946. In extradural 
spinal hemorrhage, prompt recovery of 
function is expected if the diagnosis is 
accurate and operation is undertaken 
very early. Following indirect trauma 
to the spine, a short progressive history 
with onset of paraplegia in a few min- 
utes or a few hours, and the absence of 
a bony lesion, should strongly suggest 
extradural spinal hemorrhage. In the 
case reported, a midline incision was 
made over the spinous processes of the 
sixth and seventh cervical and the first 
thoracic vertebrae. Removal of the 
laminae of the first thoracic and seventh 
cervical vertebrae exposed an extradural 
hemorrhage, and removal of the laminae 
of the sixth and fifth vertebrae exposed 
the extradural clot. The clot was re- 
moved, muscle was packed in, and iodo- 
form gauze drain was led down to the 
dura. ‘The most important point was 
immediate operation, following diagnosis 
by history and roentgenograms. 10 ref- 
erences. 3 figures. 

Differential Diagnosis Between Ruptured 
Lumbar Intervertebral Disk and Cer- 
tain Diseases of the Spinal and Periph- 
eral Nervous Systems. Bronson S.-Ray, 
Department of Surgery, Cornell Unt 
versity Medical College, New York, 
N. Y. Surg. Clin. North America 26: 
272-81, April 1946. Certain diseases of 
the spinal and peripheral nervous system 
which may simulate the sciatic syndrome 
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produced by a ruptured lumbar disk may Modification of Calot Plaster Jacket for 





be classified as (1) intradural tumors, 
(2) radiculitis, and (3) extradural 
tumors and extraspinal nerve lesions. 
On the whole, such conditions can be 
recognized by giving proper care to clin- 
ical evaluation of symptoms and signs 
and by employing proper laboratory tests. 
However, some patients will require 
exploratory operation for final diagnosis. 

Intercorporal Bone Graft in Spinal Fusion 
After Disc Removal. Irwin A. Jaslow, 
Sayre, Pa. Surg., Gynec. & Obst. 82: 
215-18, Feb. 1946. A method of spinal 
fusion after removal of a lower lumbar 
intervertebral disk is described, in which 
a rectangular bone peg fashioned from 
the spinous process of the vertebra above 
is driven between the vertebral bodies 
into the space from which the diseased 
disk and cartilage plates have been re- 
moved. A modified Hibbs or chip fusion 
is then performed. After this operation 
the patient is placed in “a firm bed,” but 
no other support is used. Patients be- 
come ambulatory within 3 to 6 weeks, 
usually wearing a light brace or canvas 
support at first, but 2 patients have 
refused such a support without ill effects. 
Follow-up examinations have shown pa- 
tients to be free of low back pain and 
sciatica; roentgenograms show adequate 
fusion. 15 references. 3 figures. 

Treatment of Compound Spine Injuries in 
Forward Army Hospitals. Donald D. 
Matson (Major, M.C., A.U.S.). J. 
Neurosurg. 3:114-19, March 1946. 
Every patient with a spinal injury should 
be placed on a special mattress of blan- 
kets, an indwelling catheter should be in 
place, and the care of the skin should 
not be underemphasized. Whether the 
physiologic transection of the cord is 
complete or incomplete, laminectomy is 
not indicated in the absence of roent- 
genologic evidence. The degree of 
transection may be ascertained from 
questioning and examination. Laminec- 
tomy is done under | per cent procaine 
anesthesia. Postoperative care is im- 
portant. 


Immobilization of the Cervical Spine. 
Saul Ritchie (Lt. Col., M.C., A.U.S). 
J. Bone & Joint Surg. 28:166-68, Jan. 
1946. It has been observed that the 
Calot jacket does not adequately im- 
mobilize the head and neck and has other 
undesirable features. A modification of 
this jacket is described which has worked 
well in cases of fracture and fracture- 
dislocation of the cervical spine and in 
cervical osteomyelitis. “This type of cast 
avoids difficulties with shaving, feeding 
and oral hygiene. ‘The patient may be 
ambulatory. ‘ 3 figures. 


Hemilaminectomy. A. Earl Walker, De- 


partment of Neurosurgery, University of 
Chicago, School of Medicine, Chicago, 
Ill. Surg. Clin. North America 26:70- 
77, Feb. 1946. With accurate diagnosis 
of the lesion, a partial or even complete 
hemilaminectomy has certain advantages 
over a complete laminectomy. A curvi- 
linear incision to either side of the spinous 
processes is less annoying to the supine 
patient than a midline one. Following 
a hemilaminectomy for a neoplasm or 
foreign body within the spinal cord, or a 
chordotomy, the patient may be allowed 
out of bed in 3 or 4 days. If an inter- 
vertebral disk has been removed, the 
period of bed rest is prolonged to 10 
days. 


Spinal Cord “Concussion” in War 


Wounds. W. K. Livingston (Capt., 
M.C.[S], U.S.N.R), and H. W. New- 
man (Lt. Comdr., M.C., U.S.N.R.) 
Oakland, Calif. West. J. Surg. 54: 
131-39, April 1946. Analysis of 821 
cases of major nerve injury, caused by 
bullets and shell fragments, revealed a 
history of a traumatic quadriplegia in 33: 
instances (4 per cent). Two features 
seemed to be characteristic of this group: 
(1) a sudden complete loss of voluntary 
control of the extremities, coming on 
immediately after being wounded, and 
(2) the retention of consciousness. A 
third feature applied to the majority, i.e., 
a sudden restoration of function in all of 
the extremities except the one most 
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seriously injured. “Twenty-three of the 
33 cases of transient quadriplegia oc- 
curred in association with wounds of the 
neck, involving nerves of the brachial 
and cervical plexuses. Fourteen per 
cent of the brachial plexus cases showed 
a transient quadriplegia, representing a 
frequency three times that for the group 
of 821 nerve injuries as a whole. The 
transient quadriplegia is held to be due to 
a massive stimulation acting on the inte- 
grated neuron systems within the spinal 
cord and brain, causing a temporary dys- 
synchronization of their activities. Ten 
cases are cited briefly and include a de- 
scription of the patients’ sensory and 
motor status immediately after they were 
wounded. 14 references. 

Spinal Puncture. Adrien Verbrugghen, 
Cook County Hospital, Chicago, TIIl. 


10. Peripheral Nerves 


Surg. Clin. North America 26:78-90, 
Feb. 1946. A therapeutic spinal punc- 
ture has limited usefulness in relieving 
increased intracranial pressure. The 
puncture may be done in cases of head 
injury or in cases of a leaking intra- 
cranial aneurysm. It should not be done 
in either case without the use of a spinal 
manometer, for no accurate estimate 
can be made of the degree of increased 
intracranial pressure without this instru- 
ment. The most important contra- 
indication is increased intracranial pres- 
sure not associated with blood or pus in 
the spinal fluid, in other words, due to 
an intracranial expanding lesion such as 
a tumor. Spinal puncture should not be 
done on patients with spinal fluid leaks, 
especially those associated with skull frac- 
ture. 


INVOLUNTARY MOVEMENTS FOLLOWING NERVE IN 
JURIES BY HIGH VELOCITY PROJECTILES 


W. K. Livincsron (Capt., M.C. [S$], U.S.N.R.) and H. W. Newman 
(Lt. Comdr., M.C., U.S.N.R.) 
Oakland, Calif. 
West. J. Surg. 54:140-44, April 1946 


Careful recording of the events 
which immediately followed periph- 
eral nerve injury by missiles, revealed 
that an involuntary movement of the 
affected extremity occurred before 
flaccid paralysis supervened. The 
case histories of 726 nerve casualties 
were reviewed to determine the fre- 
quency with which such involuntary 
movements were reported to the ex- 
aminer. Elimination of all the cases 
in which the involuntary movement 
might be accounted for by other than 
active muscular contractions due to 
nerve stimulation by the passage of 
the projectile, left 126 cases, or 16.5 
per cent of the total series. Seventy- 
nine men described a tonic contraction, 


maintained from a few seconds to 
many minutes or hours; 24 had a 
single forceful contraction of the 
muscles, followed by flaccidity; in 23 
cases, movements of a clonic or tremu- 
lous nature ensued, lasting up to 15 
minutes. Distribution, according to 
nerves involved, was: median, 26; 
radial, 25; ulnar, 22; sciatic, 11; 
peroneal, 6; tibial, 5; femoral, 3; 
multiple, 17; plexus, 11. 

The authors go no further than to 
record the following impressions about 
involuntary movements: (1) These 
movements, at the time of wounding, 
seem to have a physiologic rather than 
a psychologic basis; (2) they are due 
to active muscle contractions secondary 
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to stimulation of nerve fibers by the 
mechanical forces occasioned by the 
passage of the missile through the 
tissues; (3) the trauma may initiate 
impulses in the motor fibers to produce 
contractions in the muscles they sup- 
ply, or possibly by the stimulation of 


THE SURGICAL TREATMENT 


sensory fibers so as to produce reflex 
contractions. In no instance did the 
movement seem to accomplish any 
protective function; in fact, at times 
the movement increased the hazard. 
2 references. 1 table. 


OF COMBINED AFFECTIONS 


OF PERIPHERAL NERVES AND BONES (K voprosoo o 
khirurgicheskom lecheniit kombinirovannikh porazhenti 
periferischeskikh nervor i kostei) 


E. V. Ferisova 
Neurosurgical Service, Clinical Base, Department of General Pathology, V.1.E.M. 
Khirurgiya 2:55-58, 1945 


The author reports 19 gunshot in- 
juries of the peripheral nerves with 
simultaneous damage to the bones. 
All conditions were complicated by 
osteomyelitis. In 8 of the cases non- 
closing fistulas were already formed. 
In 6 patients an operation was per- 
formed on the nerve fields only. In 
the remaining patients the operation 
included also transplantation of bony 
tissue, bone suture or sequestrotomy. 

Neurolysis was performed three 
times; neurorrhaphy, three times; 
neurorrhapy and suture of bones, 
three times; neurolysis and seques- 
trotomy, three times; the plastic 
operation according to Kolchenko with 
sequestrotomy, once; a free muscular 
plastic operation and sequestrotomy, 
twice, neurolysis and transplantation 
of nerves, once. 

The six operations on the nerves 


only were neurolysis of the median 
nerve, twice; neurolysis of the ulnar 
nerve, once; neurorrhaphy of the 
ulnar nerve, twice, and neurorrhaphy 
of the median nerve, once. The op- 
eration did not impair the coexisting 
osteomyelitic process; on the contrary, 
it resulted in its improvement. The 
material is insufficient for conclusion 
as the beneficial effects of operative 
removal of pathologic conditions in 
the nerves upon inflammatory proc- 
esses in the bones, but at least there is 
no contraindication to neurosurgical 
intervention in osteomyelitis. 

In the 13 cases, where the bone was 
operated upon together with the 
nerve, healing of the bone and of the 
neurologic conditions occurred rapid- 
ly. The fistulas closed in the first 
month after the operation in 7 of 8 
cases. 


THE TREATMENT OF CAUSALGIA BY FASCICULATION 
(Lechenye kauzalgii poochkovanyem) 


A. M. MacHaBELLi 


Khirurgiya 4:46-47, 


Among 35 cases of postoperative 
causalgia reported by the author, 13 
occurred in an upper and 23 in a 


1945 


lower extremity. The pains continued 
for 2 months in 7 cases, for 3 months 
in 6, for 4 months in 8, and for 5 
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months in 4 cases. Contractures of the 
elbow or knee joint were usually pres- 
ent. Ten patients were treated sur- 
gically by revision of the peripheral 
nerves with neurolysis in the site of 
the injury. Adhesions and scars were 
resected. Only 4 patients showed im- 
provement. 

In view of the poor therapeutic 
results, the fasciculation operation was 
performed, consisting of liberation of 
the nerve from scar tissue, and separa- 
tion of each fascicle of the nerve. 


After removal of the scar, the epi- 
neurium was incised along the longi- 
tudinal axis of the nerve and each 
fascicle was cleaned from the scar tis- 
sue. The procedure is simple but re- 
quires much time and patience. The 
fasciculation method was applied in 
the remaining 25 patients. The re- 
sults were very satisfactory: full dis- 
appearance of the pains was noted in 
23 cases, and in the remaining 2 cases 
there was a definite improvement. 


TREATMENT OF CAUSALGIA: AN ANALYSIS OF 100 CASES 


THEoporE B. RasmussEN (Major, M.C., A.U.S.) and 
Howarp FREEDMAN (Capt., M.C., A.U.S.) 
J. Neurosurg. 3:165-73, March 1946 


The results of treatment of battle 
wounds in 100 Chinese soldiers are 
reported. In 81 patients, the major 
nerves of the extremities were in- 
volved, in 10 there was only bone or 
joint injury, in 5 there was soft tissue 
damage, and in 4 there was injury to 
cutaneous or digital nerves. The com- 
plaint was usually “numb burning 
pain.” 

Diagnostic paravertebral injection 
of procaine in 91 cases produced com- 
plete relief in 73, marked relief in 16 
and no relief in 2 cases. Complete 
relief was either immediate or within 
4 weeks in 13 of the 91 cases. Mod- 
erate relief was produced in 32 cases 
and in the remaining 46 relief pro- 
duced by injections alone was inade- 
quate. 

Postganglionic operations of the 
arm produced immediate complete re- 
lief in 5 cases and no pain after 1 
month in 5 additional cases. - Pain dis- 
appeared after several months in 4 
patients; 7 other patients had residual 
pain. Preganglionic operations of the 


arm provided complete and perman 
ent relief of pain in 13 of 14 cases. 
The last case had immediate relief and 
disappearance of residual pain in 1 
month. Sympathectomy of the leg 
was less satisfactory. Four of 5 pa- 
tients had residual pain. 1 reference. 
6 tables. 


REFERENCES TO CURRENT ARTICLES 


The Diagnosis of Peripheral Nerve Lesions. 
Thomas I. Hoen (Comdr, M.C., U.S. 
N.R.). Surg. Clin. North America 26: 
432-43, April 1946. Tinel’s sign is 
valuable in determining whether or not 
the nerve has been completely severed, 
and may be an indication of reaxoniza- 
tion. It is elicited by lightly tapping 
along the course of a nerve trunk. If at 
any point the patient experiences a 
tingling sensation referred to the dis- 
tribution of the nerve, one may assume 
that unmyelinated regenerating sensory 
axons are present. ‘The ratio between 
the amount of current necessary to pro- 
duce the minimal visible contraction and 
that necessary to produce a tetanic con- 
traction is known as the stimulus tetanus 
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ration. It has been found that this ratio 
will vary enormously between the nor- 
mal and denervated muscle. Of the 
various electrocardiagnostic procedures 
described, the author has found chronaxie 
to be the most valuable in clinical applica- 
tion. 7 figures. 

Causalgia Secondary to Injury of the Major 
Peripheral Nerves. Frank F. Allbritten, 
Jr. (Capt., M.C., A.U.S.) and George 
L. Maltby (Major, M.C., A.U.S.). 
Surgery 19:407-14, March 1946. Caus- 
algia follows injury to major peripheral 
nerves and presents a real problem be- 
cause of the burning pain in the ex- 
tremity afflicted. Of 67 patients with 
this condition, lumbar sympathectomy 
was performed in 22 cases and 8 had 
preganglionic dorsal sympathectomies, 
with good to excellent results in 28 pa- 
tients. Early sympathectomization of the 
affected extremity, sufficiently extensive 
to include the area of injury as well as 
the area of symptoms, will relieve symp- 
toms and prevent disabilities in the vast 
majority of cases. 
tables. 

Peripheral Nerve Surgery—Review of In- 
cisions for Operative Exposure. Pre- 


16 references. 2 


liminary Report. Emil Seletz (Capt., 
M.C., A. U.S.). J. Neurosurg. 3:135- 
47, March 1946. The most logical 
approaches for adequate exposure of the 
various peripheral nerves and the pre- 
sentation of new incisions, based on a 
study of 1,567 peripheral nerve lesions, 
are described. 10 references. 29 fig- 
ures. 

Trichinosis as a Cause of Meralgia Para- 
esthetica. Harold H. Cohen, New York, 
N. Y. J. Bone & Joint Surg. 28:153- 
56, Jan. 1946. Meralgia paraesthetica 
is considered a neuritis originating in the 
external femoral cutaneous nerve where 
it passes under the inguinal ligament. 
It is characterized by paresthesia, pains, 
and some objective sensory loss over the 
anterolateral aspect of the thigh. The 
anatomic location of the nerve renders it 
quite susceptible to compression, usually 
from an abnormally placed fibrous band. 
A case is reported in which this condition 
resulted from pressure by a fibrous band 
caused by trichinosis. Review of the 
literature shows no mention of the 
possible relationship of trichinosis to 
meralgia paraesthetica. 3 references. 3 
figures. 


11. Sympathetic Nervous System 


INTERRUPTION OF THE SYMPATHETIC NERVOUS SYSTEM 
IN RELATION TO TRAUMA 
M. Dawson Tyson (Lt. Col., M.C., A.U.S.) 


_and Joun S. Gaynor (Capt., M.C., A.U.S.) 
Surgery 19:167-76, Feb. 1946 


Adequate circulation is essential to 
good healing and function following 
reconstructive surgery in late repair 
of trauma. An adequate vascular bed 
is necessary in all plastic procedures, 
arthrodesis, bone graft or other major 
procedures. It is comparatively simple 
to determine the effect of a temporary 
block before surgery is undertaken. 
Decision as to whether a series of 


novocaine blocks before and after sur- 
gery or a permanent sympathectomy 
should be done depends upon the re- 
sponse to one or two test blocks and 
the extent of the proposed reconstruc- 
tive program. 

Novocaine block of the sympathetic 
outflow and permanent sympathec- 
tomy are discussed and illustrative 
cases are described in relationship to 
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(1) post-traumatic painful and vaso- 
spastic states with or without Sudeck’s 
painful osteoporosis; (2) injuries of 
the main arterial supply of an extrem- 
ity; (3) acute injuries, especially 
crushing injuries and fractures of the 
hands and feet. Permanent or re- 
peated interruption of the sympathetic 
outflow with early correction of vaso- 
spasm and severe osteoporosis often 
results in a reduction of discomfort, 
malfunction and prolonged hospitali- 
zation. 

Prolonged immobilization of an ex 
tremity in plaster causes a diminished 
blood supply with cold hand or foot 


and usually some cyanosis. One novo 


caine block of the proper sympathetic 
fibers may relieve the condition. A 
series of blocks, one or two injections 
weekly, should be given if the condi 
tion returns and vasospasm is clearly 
present, especially if accompanied by 
osteoporosis . Permanent sympathec- 
tomy will save much time if sufficient 
permanent improvement does not oc- 
cur in 5 or 6 weeks. This is only done, 
however, if test blocks have given 
temporary relief. Watch should be 
kept for vasospasm and osteoporosis 
during the period of immobilization 
and test blocks carried out where in- 
dicated. 4 references. 13 figures. 


THORACOLU MBAR SYMPATHECTOMIES EXAMINED WITH 
THE ELECTRICAL SKIN RESISTANCE METHOD 
Curr P. RicHver and Frank J. OTENASEK 


Johns Hopkins Hospital, Baltimore, Md. 
J. Neurosurg. 3:120-34, March 1946 


The electrical skin resistance meth 
od was used to outline sympathec- 
tomized areas of skin in 24 patients 
with a total of 48 thoracolumbar 
sympathectomies (T-9 to L-1). It 
determines facts as to nerve dis 
tribution not obtainable by anatomic 
dissection. 

On the anterior surface of the trunk 
the upper borders of the denervated 
area were at the umbilical level, and 
the lower borders at the level of the 
pubic arch; on the posterior surface 
the upper borders were at the first 
lumbar level and the lower borders at 
the fourth or fifth lumbar level. 
Roentgenograms showed that 3 to 
3% spinal segments separated the 
analogous borders-of the denervated 
areas on the anterior and posterior 
surfaces. Where denervation did not 


occur there was a gap near the mid 
line, 1 to 4 inches wide, in back or in 
front. Band areas of high electrical 
resistance did not sweat whereas par 
tial or total gaps had normal activity. 

Denervated skin areas are only a 
small part of the total skin area, so 
that denervation of the peripheral 
vascular bed cannot play an important 
part in producing a drop in blood 
pressure. The asymmetric distribution 
of the intercostal nerves and their 
overlap explain in part the asymmetric 
outlines of the denervated areas and 
the presence of gaps. 9 references. 7 
tables. 


[The skin resistance test determines the 
sympathectomized area by noting whether 
or not it sweats (sweaty normal skin = low 
resistance; dry sympathectomized areas = 
high resistance). It is far simpler than the 
starch-iodine test.——Fn. | 
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PAROXYSMAL HYPERTENSION DUE TO ADRENAL 
MEDULLARY TUMOR (PHEOCHROMOCYTOMA) 


A. De Vrirs, F. Manni, M. RAcHMILEvirz and H. UNGAR 
Rothschild Hadassah University Hospital, Jerusalem, Palestine 
Surgery 19:522-29, April 1946 


A case of pheochromocytoma is re- 
ported in which the paroxysms of 
hypertension had produced vascular 
changes characteristic of malignant 
hypertension. 

The diagnosis of this condition can 
be verified by roentgenogram but with 
difficulty. Tomography was tried in 
the reported case but the tumor could 
not be visualized. Exploratory oper- 
ation was done and tumor removed. 
The tomogram could be properly read 
after operation. Removal of such a 
tumor may cause two serious com- 
plications: (1) an excessive rise of 
blood pressue; (2) sudden and ex- 
cessive drop of blood pressure with 
shock. Removal of the tumor in this 
case caused distinct regression of 
symptoms. Tomography may prove 
the surest and safest means of diag- 
nosing a supra-renal tumor. Its use 
in such possible cases should be con- 


tinued. 24 references. 1 table. 3 
figures. 

REFERENCES TO CURRENT ARTICLES 
Sympathectomy and the Circulation— 


Anatomic and Physiologic Considerations 
and Early and Late Limitations. Keith 


S 


am 


S. Grimson, Duke University School of 
Medicine. Surgery 19:277-98, Feb. 
1946. Experience has shown that re- 
gional sympathectomy has various limit- 
ing factors. Regardless of these, tem- 
porary or permanent interruption of 
sympathetic pathways does accomplish 
certain therapeutic benefits in many dis- 
ease processes, chiefly those associated 
with disturbances of the proprioceptive 
regulatory function of the sympathetic 
system. Sympathectomy may also bene- 
fit patients with peripheral vascular dis- 
ease of the extremities but surgeons are 
not agreed upon the form to use. The 
author prefers radical ganglionectomy 
in most cases. Important clinical spe- 
cial problems in connection with exten- 
sion of use of sympathectomy for hyper- 
tension to include part or all of the 
trunk, viscera and extremities are re- 
viewed. 103 references. 


‘mpathectomy for Ischemia Following 


Femoral Artery Ligation. Richard R. 
Crutcher (Major, M.C., A.U.S.). Ann. 
Surg. 123:304-10, Feb. 1946. In 5 
cases of ischemia following femoral ar- 
tery ligation in patients 20 to 30 years of 
age, sympathectomy definitely improved 
the blood supply of the extremity and 
increased the patient’s ability to walk. 2 
references. 1 table. 
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12. Head and Neck 


NECK DISSECTIONS: INDICATIONS AND TECHNICS 


DaneELy P. SLAUGHTER 
University of Illinois College of Medicine, Chicago, Il. 
Clin. North America 26:102-15, Feb. 1946 


Neck dissection should be done for 
metastatic cancer when the metastasis 
is clinically demonstrable, when the 
nodes are movable and discrete and 
when distant metastases are not de- 
tectable. Disturbances in function 
following neck dissection in the adult 
are surprisingly small. The most 
common residual defect is shoulder 
drop due to transection of the eleventh 
cranial nerve, a frequent necessity. 
Damage to the recurrent laryngeal 
nerve in patients with thyroid cancer 
or following accidental damage to the 
vagus nerve has well-known sequelae. 
Injury of the hypoglossal, lingual or 
phrenic nerves are surgical accidents 
and should be avoided. Removal of 
the sternomastoid, omohyoid and rib- 
bon muscles apparently have little 
functional effect. 

REFERENCES TO CURRENT ARTICLES 
The Problem of Parotid Tumors. John C. 

Burch (Col.) and Herbert C. Fisher 

(Lt. Col.), Brooke General Hospital, 

Fort Sam Houston, Texas. S. Clin. 

North America 26:489-94, April 1946. 

Twelve cases of parotid tumor are re- 

viewed and the importance of correct 

diagnosis and adequate primary surgical 
excision is stressed. ‘The treatment of 
choice is radical excision of these tumors 
with preservation of the facial nerve. 
The technic described by Blair and Byars 


is recommended. Radiation therapy 
should be used as a palliative substitute 
for incomplete surgical excision. 

Bilateral Paralysis of the Abductor Muscles 
of the Larynx: Arytenoidectomy. Joseph 
Kelly, New York University Medical 
School, New York, N. Y.  S. Clin. 
North America 26:464-76, April 1946. 
In order to relieve patients suffering 
from bilateral paralysis of the abductor 
muscles of the larynx, the author has 
developed arytenoidectomy. He has had 
54 patients up to the present time oper- 
ated upon by various operators with 47 
decannulations. 

Spasmodic ‘Torticollis: Severe Organic 
Type Treated by Combined Operation, 
Rhizotomy and Fusion. Alfred W. 
Adson, Herman Young, and Ralph K. 
Ghormley, Mayo Clinic, Rochester, 
Minn. J. Bone & Joint Surg. 28:299- 
308, April 1946. A combined opera- 
tion is indicated for patients with marked 
muscle spasm on both sides, who do 
manual labor, and for those who have 
large heads. It involves bilateral intra- 
cranial section of the spinal accessory 
nerves and bilateral rhizotomy of the 
upper three cervical nerves, particularly 
the anterior roots, with introduction of 
a bone graft. A bone graft is unneces- 
sary if the patient does not do manual 
labor. Section of nerves and subsequent 
fusion is done where the patient is in- 
capacitated from spasmodic torticollis. 8 
references. 8 figures. 
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13. Oral Surgery 


TREATMENT OF JAW AND FACE CASUALTIES IN 
THE BRITISH. ARMY 


Patrick CLarkson (Major, R.A.M.C.), T. H. H. Wirson (Major, R.A.M.C.) 
and R. §. Lowrie (Major, R.A.M.C.) 


Ann. Surg. 


In the treatment of maxillofacial 
casualties, it has been found that pri- 
mary closure of this type of wound is 
more frequently possible than it is in 
most other sites. Such primary clo- 
sures shorten healing time and prevent 
bone infection. If possible, the jaw 
should be fixed at the same time, even 
delaying operation a few hours, if 
necessary, to prepare splints. This 
primary repair is done if the wound is 
not more than 24 to 36 hours old and 
looks clean, and if the loss of tissue is 
such that it can be repaired from local 
tissue. All dead tissue must be re- 
moved, and minimal skin excision 
done with production of a nonbevelled 
edge. Large flaps are seldom used in 
primary repair. Bleeding in this type 
of wound can usually be controlled 
by “local attack” on the bleeding 
point. When the mandible is com- 
minuted, all detached or infected bone 
is removed, but bone is conserved as 
much as possible, unless there is a 
bone gap. In the latter case a com- 
plete bone clearance is done. 

Wounds of the antrum can usually 
be treated by thorough excision of in- 
jured soft tissues, leaving healthy 
mucosa intact. Comminuted antral 
bone and maxillary bone fragments 
are removed, but conservatism is em- 
ployed in treatment of major alveolar 


123:190-208, Feb. 


1946 


fragments and the orbital floor. Early 
closure can usually be done. 

Most jaw fractures can be treated 
successfully by wiring; eyelet wiring 
has been most widely used in war 
surgery. Tracheotomy is indicated in 
maxillofacial injuries in which there 
is respiratory distress not promptly re- 
lieved by simple “mechanical toilet” 
of the mouth, nose and pharynx. In 
the late treatment of maxillofacial 
fractures, cancellous chip bone grafts 
have been found of the greatest value 
in producing early union; no graft 
was inserted earlier than 60 days after 
wounding, but grafting was done with- 
in 100 days in most cases. 

In the series of 1,000 jaw fractures 
reported there were 33 deaths, but in 
14 of these death was due to associated 
injury of the brain or spinal cord, in 
3 others to abdominal or thoracic 
wounds, and in 1 to gas gangrene of 
the thigh. There were 15 deaths 
attributed to the maxillofacial wound, 
a mortality of 1.2 per cent. Of the 
1,000 wounded, 600 were returned to 
duty in the Mediterranean Theater. 
7 tables. 5 figures. 

| This report on such an extensive series 
of jaw injuries with a mortality of 1.2 per 
cent and a rehabilitation for duty of 60 
per cent represents a contribution to the 
problem of management of this type of 
injury.—Eb. | 
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14. Plastic Surgery 
PRINCIPLES IN REPARATIVE PLASTIC SURGERY 


Hersert Conway (Lt. Col., M.C., A.U.S.), and Kennetu B. CoLpwarer 
(Major, M.C., A.U.S.) 
Surgery 19:437-59, April 1946 


An analysis is presented of observa- 
tions and principles derived from ex- 
perience in treating 848 surgical war 
casualties. Secondary closure or skin 
grafting of wounds was done to pre- 
vent further scarring or deformity 
prior to transfer of these patients to 
the United States for final reconstruc- 
tive surgery. Secondary closure of 
wounds is discussed in detail. Prompt 
closure of wounds prevents infection 
and contracture and converts com- 
pound into simple fractures. Recent 
wounds are more suitable for second- 
ary closure because there is a definite 
loss of elasticity of the skin and sub- 
cutaneous tissue in old wounds and, 
even with wide undermining, their 
margins cannot be approximated with- 
out dangerous tension. The preoper- 
ative care of the wound and sound 
surgical judgment in choosing time 
and mechanics of operation are im- 
perative. Loosely tied and widely 
spaced sutures with wet dressings pro- 
vide adequate drainage and result in 
satisfactory healing. Early and fre- 
quent inspections of secondarily 
closed wounds with removal of tight 
sutures and use of other indicated 
treatment is important. 


Preoperative problems of treatment 
are largely dermatologic. Wet dress- 
ings of 1:3,300 aqueous solution of 
azochloramid were used every 4 
hours. Because of the length of time 
between injury and arrival in hospital, 
wound excision with removal of all 
necrotic tissue was a necessary initial 


step. Attention to wound margins 
and surrounding skin is essential. Di- 
lute potassium permanganate was 
useful in controlling surrounding 
dermatitis. Principles to be followed 
include avoidance of tension, careful 
hemostasis, widely placed sutures, 
preoperative immobilization, eleva- 
tion, pressure, heat and wet dressings. 

Local use of sulfonamides and pen- 
icillin was of little use in this 
series. With | exception, compresses 
moistened with penicillin were only 
effective when frequently changed. 
Saline dressings gave equally good re- 
sults. The exception was the occasional] 
wound infected with beta-hemolytic 
streptococci. Wet applications con- 
taining 10 cc. of penicillin, 250 units 
per cc., provided prompt and sustained 
improvement in these cases. Sulfona 
mides were not used locally and their 
systemic use was limited to febrile or 
toxic patients. 

The open dressing technic of split 
skin grafting is discussed in detail. 
This method saves much time and ef- 
fort. Only 6.5 per cent of 306 grafts 
in this series failed. Graft failures 
were the result of inadequate study of 
wound bacteriology or errors in surgi- 
cal judgment, technic or postoperative 
care. 20 figures. 

[An excellent review of the principles 
involved in the management of reconstruc- 
tive problems by very competent authors. 
Of interest was the little value found in 
the local application of penicillin except in 
cases of beta-hemolytic streptococcus in- 
fections.—Ep. ] 
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REFFRENCES TO CURRENT ARTICLES 

The Coagulum Contact Method (Sano) 
of Skin Grafting in the Treatment of 
Burns and Wounds. Charles D. Branch 
(Lt. Col., M.C., A.U.S.), George F. 
Wilkins (Major, M.C., A.U.S.), and 
Frederick P. Ross (Capt., M.C., 
A.U.S.). Surgery 19:460-66, April 
1946. Modifications of the Sano meth- 
od of skin grafting and use of penicillin 
as an adjunct are discussed. Preopera- 
tive preparation is most important. 
Granulating areas are covered with 
dressings wet with solution of 1/3 per 
cent sulfanilamide and 4 per cent acetic 
acid until the day before operation, when 
frequently changed saline dressings are 
substituted. Penicillin is used routinely 
in intramuscular doses of 12,500 units 
every 3 hours from 2 days before opera- 
tion for 5 days. It is also used locally 
at operation. Padgett dermatome grafts 
are used. The chief difficulty of this 
method is contracture of the graft when 
applied, requiring a larger donor area. 
Chief advantages are rapidity of grafting 
and ability to cover large areas. 5 fig- 
ures. 

Reflex Vasodilation in Tubed Pedicle Skin 
Grafts. Stuart Gordon (Lt. Col.) and 
Rupert F. Warren (Capt.). Ann. Surg. 
123 :436-46, March 1946. Reflex dila- 
tation to increase the blood supply to 
tubed pedicle skin grafts was studied in 
14 patients. Appreciable rises in skin 
temperature were obtained in all but 2 
cases when a limb was immersed for /% 
hour in hot water (42-47° C.). Vaso- 
dilatation was not dependant on an in- 
tact nerve supply, although greater re- 
sponses were seen when the nerve sup- 
ply was present. The tubes showed a 
marked sensitivity to the withdrawal of 
heat. This is important in the after-care 
of tubed pedicle skin grafts with precari- 
ous circulation. Abdominal tubes are ap- 
parently better lengthened from the up- 
per end. 12 references. 14 graphs. 
|The use of heat to improve a precari- 
ous circulation in a pedicle skin graft, 
especially when the nerve supply is inter- 


rupted, must, of course, be cautiously 
done to avoid thermal trauma which 
may be more disastrous to tissues which 
have a circulatory deficiency than the 
same degree of heat on normal skin.— 


Ep. ] 


Restorative Plastic Operations for Conceal- 


ing Skin Defects Following Lesions of 
the Soft Tissues (Vosstanovlitelno-Plas- 
ticheskie Operatsu dla Zakritya Kozh- 
nitkh Defektov Posle Ranyenya Myag- 
kikh Tkanyey). N. V. Antelava, Tbil- 
isi, U.S.S.R. Khirurgiya 6:40-43, 1945. 
The author reviews the therapeutic re- 
sults of some restorative plastic opera- 
tions, e.g., secondary suture of granu- 
lating wounds and transplantation of 
skin. The plastic operation with intro- 
duction of a pedunculated skin graft is 
used to close deep defects of the tissues. 
Lately the implantation of chemically 
preserved skin grafts according to the 
Krauze method has found wide applica- 
tion. 


The Use of Acetic Acid-Glycerin-Saline 


Solution in Skin Grafting. Frederick E. 
Ludwig (Lt., M.C., U.S.N.R.). Sur- 
gery 19:482-97, April 1946. Methods 
and results obtained in treatment of a 
series of 28 cases of skin grafts with 
continuous wet pressure dressings moist- 
ened with solution of % per cent acetic 
acid and 15 per cent glycerin in normal 
saline are reported. Pressure dressings 
wet with this solution were used pre- 
operatively, until the slough had sepa- 
rated, and 7 days postoperatively. It is 
important that the dressings be kept wet 
after operation. Ollier-Thiersch grafts 
removed with a razor were used. The 
graft was not sutured but fixed by appli- 
cation of the wet pressure burn dressing. 
Penicillin was given intramuscularly, 
20,000 units every 3 hours, for 1 week 
after operation. 1 table. 6 figures. 


Pedicle Grafts from the Arm for Recon- 


structions About the Face. Hilger Per- 
ry Jenkins, University of Chicago School 
of Medicine, Chicago, Ill. $. Clin. 
North America, 26:20-32, Feb. 1946. 


The chief disadvantage of an arm flap 
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for reconstructions about the face is the 
color matching. For some of the places 
about the face and head it is preferable 
to have the pedicle from the arm sev- 
ered at its proximal end and attached by 
its distal end. When the pedicle is trans- 
ferred to the recipient area and the arm 
is immobilized in a cast, considerable care 
should be taken to have the patient main- 
tained in bed in such a way that the 
pedicle does not assume a dependent po- 
sition, as this will not favor the return 
circulation. 

The Use of Pedicled Muscle Flaps in the 
Surgical Treatment of Chronic Osteo- 
myelitis Resulting from Compound 
Fractures. W. J. Stark (Capt., R.C. 
A.M.C.), Special Treatment Centre, 
Shaugnessy Hospital, Vancouver, British 
Columbia, Canada. J. Bone & Joint 
Surg. 28:343-50, April 1946. ‘The use 
of pedicled muscle flaps in the surgical 
treatment of chronic osteomyelitis is ef- 
fective, since 84 per cent of the wounds 
remained closed. Its application is not 
limited to chronic bone infection follow- 
ing gunshot wounds and compound frac- 
tures. Muscle placed in osteomyelitis 
cavities at surgery have a favorable effect 
on penicillin-resistant organisms. 10 ref- 
erences. 2 tables. 4 figures. 


“Hits, Strikes and Outs” in the Use of 


Pedicle Flaps for Nasal Restoration or 
Correction. Vilray P. Blair and Louis 
T. Byars, St. Louis, Mo. Surg., Gynec. 
& Obst. 82:367-85, April 1946. In 
nasal restoration or correction, loss of tis- 
sue or displacement in the nasal frame- 
work, columella or septum or the re- 
lated lip or cheek must first be corrected 
before the external nasal repair. For the 
latter, the authors have employed pedi- 
cled grafts. Supraclavicular flaps, from 
the face, forehead or neck can be safely 
transferred after two preliminary steps. 
Infraclavicular flaps, from the arm or 
body, must be raised in at least three 
stages. The surgeon should first “make 
patterns” of the restorations to be done 
in plaster-clay. 9 references. 32 figures. 


[A good review of this problem by most 
competent authors.—Ep. | 


The Plastic Correction of Superficial Vas- 


cular and Pigmented Nevi. Paul W. 
Greeley, Chicago, Ill. Surgery 19:467- 
81, April 1946. Both vascular and pig- 
mented nevi may be removed by exci- 
sion and the resulting defect covered 
with skin grafts. Best cosmetic results 
are obtained by removing the lesion in 
multiple stages and carefully suturing 
the wound edges after wide undermin- 
ing. Excision of large cavernous an- 
giomas is facilitated by prior injection 
with sclerosing fluids, partial ligation, or 
exposure to radium or roentgen rays. 
These cause fibrosis of the mass, permit- 
ting resection without much _ hemor- 
rhage. Pigmented nevi should be wide- 
ly excised, and cauterization, fulguration 
and radiotherapy should not be used, 
since they are occasionally malignant. 
Giant nevi are rarely malignant and may 
therefore be removed in multiple stages. 
A series of representative cases is report- 
ed and discussed. 15 references. 17 
figures. [The question of how wide to 
excise a pigmented nevus should be de- 
cided, of course, on the basis of the indi- 
vidual case. A good review of this prob- 
lem.—Ep. | 


Reconstruction of Thumb. James M. 


Beardsley (Lt. Col., M.C., A.U.S.) 
and Vincent Zecchino (Major, M.C., 
A.US.). Am. J. Surg. 71:825-27, 
June 1946. At the first stage, a tubed 
pedicle flap was fashioned from the tis- 
sues of the lower anterior chest wall. A 
section of bone, about 7.5 cm. by 0.5 
cm., was removed from the anterior sur- 
face of the left tibia and enclosed in the 
pedicle. ‘The remainder of the opera- 
tion was done in three stages. ‘The re- 
constructed digit was firm with no ten- 
dency to be floppy. “This was due to, 
first, the presence of the transplanted 
bone in the shaft, and second, to its 
broad attachment to the hand, which 
allowed for a wide area of scar tissue 
formation. 


Plastic Restoration of Fingers of the Hand 
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Lost by Trauma (O Plasticheskom Vos- 
stanovlenti Ootrachennikh pri Travme 
Paltsev Kisti). V.P. Dzbanovski, Sur- 
gical Clinic, First Medical Institute, 
Kiev, U.S.S.R.  Khirurgiya 4:92-95, 
1945. The author describes 2 cases, in 
which transplantations to replace missing 


fingers were performed. In one case 
the big and the third toe were trans- 
planted on the hand. In the other case 
a missing thumb was replaced by a fin- 
ger, made from skin of the abdominal 
wall and a part of the tibia bone. The 
operations are described. 5 figures. 


15. Thyroid and Parathyroid 


DETERMINATION OF-THE EXTENT OF THYROTOXICOSIS 
BY MEASURING PULSE PRESSURE AND PULSE RATE 
ACCORDING TO THE METHOD OF ZANDER- 
LILJESTRAND 


J. Ipsen 
Acta chir. Scandinav. 91:49-66, Dec. 20, 1944 


This study finds a coefficient of cor- 
relation of 0.7 between the values ob- 
tained in the basal metabolism test 
and the so-called Sander figure, or re- 
duced amplitude determination, which 
consists in multiplying the difference 
between the systolic and diastolic 
blood pressure readings by 100 and 
then dividing this sum by the mean 
pressure, or half the sum of the two 
pressures. This coefficient enables a 
simple reading of the blood pressure 
and count of the pulse, which may be 


carried out, when a basal metabolism 
machine is not available, at the bed- 
side of the patient operated on, or in 
the home, to be directly translated 
into estimates of the basal metabolism 
itself. The method is not very exact, 
but is much more dependable in 
young persons who are usually the 
victims of Basedow’s disease. 2 tables. 
5 figures. 

[This is an interesting observation but 
not an essential one since more exact clini- 
cal observations are available —Eb. ] 


THE TREATMENT OF HYPERTHYROIDISM WITH 
RADIOACTIVE IODINE 
EarLteE M. CHAPMAN and Rosey D. Evans 


Cambridge, Mass. 
].A.M.A. 131:86-91, May 11, 1946 


A series of 22 patients with hyper- 
thyroidism were treated with radio- 
active iodine; 14 responded well to a 
single dose of radioactive iodine; 3 
were given two doses and 5 were 
given three doses. Myxedema fol- 
lowed this treatment in 4 patients. 
Two patients after treatment, though 


improved, still have mild hyperthy- 
roidism. 

In hyperthyroidism orally admin- 
istered doses of radioactive iodine, 
carried in about | mg. or less of ordi- 
nary iodine, are concentrated largely 
in the thyroid gland. The beta rays 
from the radioactive iodine deliver 
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within the thyroid an internal irradia- 
tion which is physically similar to 
roentgen radiation. Reactions which 
resembled roentgen-ray sickness were 
observed in 6 patients following large 
doses of radioactive iodine. Fibrosis 
of the thyroid has been observed in 
biopsy of 2 patients after treatment. 
Patients who had not responded to 
other forms of treatment or had been 
sensitive to iodine or thiouracil re- 
sponded well to radioactive iodine. 
Ordinary iodine therapy is not neces- 
sary with radioactive iodine treatment. 
Toxic reactions to large doses of 
radioactive iodine resembled those of 


RADIOACTIVE IODINE IN 


acute roentgen-ray sickness. Nausea, 
vomiting, malaise and even slight in- 
crease in gland size and fever occurred 
and lasted 2 days at the most. No 
subsequent ill effects or leukopenia 
have been observed. 

The authors believe that therapy 
with radioactive iodine can be added 
to the growing list of medical meth- 
ods for the control of thyrotoxicosis. 


[This is a definite progressive step to- 
ward a more physiologic treatment of dis- 
ease. Its only hindering factor is the lack 
of availability of the material for study.- 


Ep. | 


THE STUDY OF THYROID 


PHYSIOLOGY 


SAuL Hertz and 
Boston, Mass. 


ARTHUR ROBERTS 
Cambridge, Mass. 


J.A.M.A. 131:81-86, May 11, 1946 


On the basis of a series of animal 
and clinical experiments using radio- 
active isotopes of iodine as a tracer in 
the study of thyroid physiology and 
iodine metabolism, the treatment of 
29 cases of hyperthyroidism with in- 
ternal irradiation by radioactive iodine 
was instituted. 

Radioactive iodine when given in 
the dosage range of 5 to 25 millicuries 


to uniodinized patients with hyper 
thyroidism, possessing goiters of 60 to 
75 Gm., is highly effective as a cure 
in about 80 per cent of cases. When 
appreciable activity has been adminis- 
tered and subtotal thyroidectomy 1s 
resorted to, myxedema or hypometab- 
olism may be expected to develop in a 
large percentage of the cases. 


THIOURACIL THERAPY IN THE PREOPERATIVE PREPARA 
TION OF THYROTOXIC PATIENTS 
Henry A. Curistian (Lt. Col., M.C., A.U.S.) 


Medical Service of the Thomas M. England General Hospital, Atlantic City, N. | 
M. Clin. North America 30:283-302, March 1946 


Soldiers with symptoms of thyro- 
toxicosis received thiouracil preopera- 
tively, and in some cases liver extract, 
followed by Lugol’s solution. Except 
in 1 case with subsequent agranulocy- 
tosis, the operative and postoperative 


course was satisfactory, without com- 
plications attributable to thiouracil 
therapy. Liver extract produced little 
effect on the blood picture. 

Fight patients received thiouracil, 
0.2 Gm., three times daily, unti! all 
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symptoms of toxicity had disappeared 
and the basal metabolic rate was near- 
ly normal; then Lugol’s solution was 
administered, 10 minims three times 
daily for 10 days. Ten patients also 
received crude liver extract, 1 cc. intra- 
muscularly on alternate days during 
the preoperative period, to determine 
its effect in preventing changes in the 
hemogram arising from thiouracil 
therapy. A control group of 5 pa- 
tients received only Lugol’s solution. 
Supplementary measures included 
complete bed rest, special diet, pheno- 
barbital and nembutal when indicated, 
and vitamin therapy. 


PRESENT STATUS OF 


Thiouracil therapy lowered the ba- 
sal metabolic rate, but the results of 
treatment were too varied to indicate 
readiness for operation. All but 4 pa- 
tients gained weight. Changes in 
blood pressure were variable. Treat- 
ment with thiouracil should be dis- 
continued when the white cell count 
falls as low as 3,500 or the differen- 
tial count to 30 per cent neutrophils. 
23 references. 5 figures. 2 tables. 


[Continued reports concerning thioura- 
cil therapy should be abandoned. Its tox- 
icity is well established and safer therapy is 
available.—Ep. ] 


THE SURGICAL TREATMENT 


OF HYPERTHYROIDISM 


GeEorGE CRILE, JR. and Roperr § 
Cleveland Clin. Quart. 


The development of antithyroid 
drugs in many cases has obviated the 
necessity of performing thyroidec- 
tomy on bad-risk patients. Some of 
the new antithyroid drugs (propy] 
thiouracil, etc.) now under trial may 
prove to be nontoxic and afford a 
means of controlling hyperthyroidism 
without recourse to surgery in the fu- 
ture. 

Total thyroidectomies are seldom 
performed in treatment of hyperthy- 
roidism because of the prohibitive in- 
cidence of parathyroid tetany. Studies 
conducted in relation to total thyroid- 
ectomy for heart disease and experi- 
ments on animals show that unless 
every vestige of thyroid tissue is re- 
moved, regeneration of the thyroid 
promptly restores its function to nor- 
mal. By blocking formation of active 
thyroid hormone, thiouracil when 
given in large enough doses over long 
periods of time, may produce the 


. DINsMoRE 
13:50-56, Agel 1946 


physiologic equivalent of a total thy- 
roidectomy. 

Since the mortality and morbidity 
of thyroid surgery are at present low, 
the dangers of thiouracil therapy have 
prevented its wide acceptance for use 
in average cases of hyperthyroidism. 
With the advent of the newer, more 
powerful and probably less toxic 
drugs such as propyl! thiouracil, now 
under trial, this attitude may change. 
2 references. 1 figure. 

[The use of the antithyroid drugs in- 
stead of operation in recurrent hyperthy- 
roidism should not be overlooked.—Ep. | 
REFERENCES TO CURRENT ARTICLES 
Acute Thyrotoxic Myopathy; 

after Partial Thyroidectomy. J. H. 

Sheldon and R. Milnes Walker, Wol- 

verhampton. Lancet 1:342-43, March 

9, 1946. In the case reported, the pa- 

tient, a woman 50 years of age, devel- 

oped a progressive hyperthyroidism and 

“profound” muscular weakness. The 


Recovery 
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muscular weakness responded to prostig- 
min in the same way as in myasthenia 
gravis, but the patient’s general condi- 
tion showed no improvement. After a 
partial thyroidectomy was done, treat- 
ment with prostigmin was continued in 
gradually diminishing doses until it could 
be discontinued entirely. The patient 
has been in good health for 15 months 
since all medication was stopped. [The 
nonselective action of prostigmin as a 
differentiating agent is again brought out 
here.—Ep. | 

Hyperparathyroidism Due to Parathyroid 
Adenoma. W. J. Biermann, St. Francis 
Hospital, Wichita, Kan. Am. J. Surg. 
71:823-34, June 1946. The case first 
presented itself with calcium deposits 
throughout both kidneys typical of hyper- 
parathyroidism and the accompanying 
urinary finding of pus and blood. The 
blood calcium remained normal and 
there were no bony changes for several 
years. Later the patient displayed both 
bony changes and increase in the blood 
calcium but the blood phosphorus always 
remained about normal. A striking ob- 
servation in the case was the sudden 
onset of bony changes with the rise in 
blood calcium. [The possibility of char- 
acteristic kidney changes with normal 
blood calcium is worthy of emphasis. 
The rarity of the tumor should be borne 
in mind.—Eb. ] 

Technic of Thyroidectomy. J. William 
Hinton and Jere W. Lord, Jr., New 
York Post-Graduate Medical School, 
New York, N. Y. S. Clin. North 
America 26:457-63, April 1946. A 
method of thyroidectomy relatively safe 
and simple for the young surgeon is 
based on the two cardinal principles of 
(1) control of the gland with adequate 
exposure and (2) absolute hemostasis. 
Nonabsorbable suture material, prefer- 


ably cotton, is used throughout. The 
right lobe of the thyroid gland is ap- 
proached first in the operation of sub- 
total thyroidectomy. First, the vessels 
at the lower pole are divided and the 
dissection is carried medially, dividing 
the isthmus with a succession of small 
bites. Instead of isolation and dissec- 
tion of the superior thyroid artery before 
it branches, the authors prefer to doubly 
clamp each branch as it courses over the 
upper part of the lobe both anteriorly 
and posteriorly. This step is not only 
easier to perform because of exposure, 
but also is safer in that the ties are placed 
on several small arteries rather than one 
large one. 


The Technic of Thyroidectomy. Warren 


H. Cole, University of Illinois College 
of Medicine, Chicago, Ill. §S. Clin. 
North America 26:91-101, Feb. 1946. 
The author finds the use of ethylene or 
cyclopropane very satisfactory. How- 
ever, cyclopropane is a poor anesthetic 
when cardiac damage is present, par- 
ticularly if there is a history of irregu- 
larity. The incision should not be made 
unfil the patient is completely under the 
anesthetic. Premature incision may give 
rise to laryngeal spasm which may be- 
come severe enough to require intuba- 
tion. The author rarely sections the 
sternohyoid and the sternothyroid muscle 
transversely. If this is done, he prefers 
to insert the Ochsner forceps from the 
lateral side toward the midline, because 
the handles of the forceps fall back out 
of the operative field and are not con- 
stantly falling forward into the field. 
The author prefers cotton for all liga- 
tures, using a number 20 cotton for the 
superior and inferior thyroid artery and 
number 40 or 60 for the rest of the 
vessels. “The superior thyroid pole is 


ligated first. 
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16. Thoracic Surgery 


PENICILLIN TREATMENT IN SURGICAL CONDITIONS 
OF THE CHEST 


A. L. D’Asreu 
Welsh National School of Medicine, Royal Infirmary, Cardiff, Wales 
M. Press 215:236-38, April 10, 1946 


Forty cases of empyema cured by 
repeated aspirations and penicillin in- 
stillations are cited in the literature. 
The contraindications to this: method, 
and indications for surgery are: (1) 
the presence of a bronchopleural fis- 
tula, (2) a large infected effusion as- 
sociated with total lung collapse, (3) 
fibrin clot formation, (4) persistent 
gram-negative infection, and (5) the 
presence of a lung abscess. 

Repeated bacteriologic and radio- 
logic investigations are essential. As- 
piration is followed by injection of 
120,000 units of penicillin for large 
cavities and 60,000 units for smaller 
ones in 30 cc. of solution on alternate 
days, until the fluid is free from or- 
ganisms on smear and culture. Ener- 
getic MacMahon breathing exercises 
are to be followed. Six to 12 aspira- 
tions are usually required. The cases 
must be selected and attention given 
to detail. 


Penicillin given intrapleurally is of 
great value in tuberculous pleural ef- 
fusions, especially in thoracoplasty. 
Penicillin (25,000 units every 3 
hours) should be given for staphylo- 
coccal lung abscess, if sulfonamides 
and postural drainage do not produce 
improvement in 2 or 3 days. If im- 
provement is not apparent in 10 days, 
surgical drainage must be employed. 
Large cavities should have air and pus 
removed, and 50,000 units in 3 cc. of 
solution should be instilled. Penicil- 
lin is also effective in the treatment of 
pneumonic consolidation and atalec- 
tasis. After pneumonectomy or lobec- 
tomy in lung carcinoma and bronchi- 
ectasis, 50,000 to 100,000 penicillin 
units may be left in the pleural cavity. 
Postoperative effusions are then aspi- 
rated on alternate days and penicillin 
is further instilled. 3 figures. 


WAR INJURIES OF THE CHEST 
Earce B. Kay (Major, M.C., A.U.S.) and RicHarp H. Meapk, Jr. 


(Lt. Col., M. 


C., A.US.) 


Kennedy General Hospital, Memphis, Tenn. 


Surg., Gynec. & Obst. 


In an analysis of the first 500 cases 
of war injuries of the chest, in a series 
of 2,350 cases observed at an Army 
Chest Center, some of the factors in- 
terfering with good results included: 
(1) late or incomplete aspiration of 
hemothoraces (2) the use of primary 


82:13-24, Jan. 1946 


closure without drainage, (3) improp- 
erly timed or ill-advised thoracotomy, 
and~ (4) tight closure of sucking 
wounds in the presence of broncho- 
pleural fistulas. In these cases cardiac 
and respiratory symptoms should re- 
ceive first attention in order to pre- 
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vent shock and infection. Large suck- 
ing wounds of the chest wall, tension 
pneumothoraces and violent hemor- 
rhages require immediate operation. 
In many cases good results may be 
obtained by repeated thoracentesis. 
Thoracotomy is imperative in chest 
injuries caused by explosives and as- 
sociated with large sucking wounds, 
bleeding and rupture of lung tissue 
and retention of foreign bodies. Only 
16.8 per cent of 225 patients treated 
with repeated thoracentesis developed 
infection, whereas infection devel- 
oped in 45.9 per cent of 74 patients 
who were not aspirated. 

Complications in 156 initial thorac- 
otomies included infected hemothorax 
in 48.7 per cent, hemothorax in 30 
per cent and organized hemothorax in 
6 per cent. Conservative methods 
might have been used with as good 
results in many of the cases. 

Secondary operation was not re- 
quired in 82.7 per cent of cases in 
which postoperative water seal drain- 
age was employed but could be dis- 
pensed with in only 43.5 per cent of 
nondrained cases with primary clo- 
sure. Especially at the Front water 
seal drainage should be the routine 
procedure following thoracotomy, 
owing to the poor facilities for post- 
operative care and thorough aspira- 
tion of the hemothorax. 

Opinions differ regarding the indi- 
cations for removal of foreign bodies. 
In this series, 47 of 211 retained 
metal foreign bodies were removed at 
the initial operation, and 33 after a 
few weeks. Attempts at removal of- 
ten result in bronchopulmonary fistu- 
la. The incidence of postoperative in- 
fection in this group of cases was 30 


per cent, but the infection is less com- 
monly due to the foreign metal body 
than to other débris entering the 
wound. 

Wounds of the esophagus and 
trachea are frequently fatal, and were, 
therefore, seldom encountered in the 
Zone of the Interior. Of 13 such 
cases, 3 had immediate tracheotomies 
and 4 gastrostomies after 4 to 10 days. 
Two esophageal strictures required 
dilatation and 4 patients had recurrent 
laryngeal nerve paralysis. The out- 
come was favorable in 6 cases. 

In the 75 combined chest-abdomi- 
nal injuries a transthoracic approach 
was used most frequently. The liver 
was injured in 40 cases, the spleen in 
16, the stomach in 15, the kidney in 9 
and the small intestine and colon in 7 
cases. If the extent of abdominal in- 
jury is unknown abdominal explora- 
tion is indicated. Bile empyema de- 
veloped in 14 cases. This may be pre- 
vented by draining both the sub 
phrenic and pleural space after trans- 
pleural exploration of the liver. In 
most of these cases the abdomen 
should receive first attention, unless 
sucking wounds of the chest wall, ten- 
sion pneumothorax or hemothorax re- 
sisting ordinary measures are present. 
Intratracheal anesthesia is recom 
mended. 

The authors attributed their suc- 
cessful results to efficient organization 
of the front line medical corps, 
prompt administration of morphine, 
tetanus toxoid, blood or plasma and 
chemotherapy followed when neces- 
sary by débridement, thoracentesis 
and thoracotomy. 2 references. 11 
figures. 
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BRONCHOSCOPY 


IN THE TREATMENT OF PULMONARY 
ATELECTASIS 


R. A. Gorpon 


Toronto, Canada 


Canad. 


All cases of “postoperative pneu- 
monia” are believed to be the result 
of unrelieved pulmonary atelectasis. 
In most cases the secretions will be 
cleared from the bronchi and the col- 
lapsed portion of the lung re-expand- 
ed by voluntary deep breathing and 
coughing. If not cleared within a few 
hours, the obstruction must be re- 
moved by suction. 

The preferred method is suction 
drainage of the tracheobronchial tree 
under direct vision through the bron- 
choscope, which indicates whether the 
major parts of the bronchial tree have 
been cleared, and permits adequate 
suction without trauma to the mucous 
membrane of the bronchi. Also, ede- 
matous areas in the bronchial walls 
may be reduced by direct application 
of shrinking solutions, facilitating 
subsequent drainage. The procedure 


TREATMENT OF 


M. A. J. 54:6-10, Jan. 


GUNSHOT WOUNDS OF 


1946 


is especially recommended for pa- 
tients who are unconscious or suffer- 
ing from injury to the nervous mech. 
anism controlling cough, and for those 
who have aspirated blood and other 
foreign material. 

Rapid and complete relief is pro- 
vided by early bronchoscopic drainage 
for patients unable to remove accumu 
lated secretions voluntarily. When 
patients with injury to the cervical 
portion of the spinal cord require 
laminectomy, bronchoscopic aspira- 
tion of secretions immediately after 
induction of anesthesia facilitates the 
operation. Likewise, those with in- 
juries involving the airway are en- 
abled, by the use of the bronchoscope 
for removal of old blood clot and 


vomitus, to survive operation and 
avoid severe pulmonary complica 
tions. 3 references. 9 figures. 


THE CHEST IN 


THE FIELD AIDED BY PENICILLIN THERAPY 
‘THomas F. Rose (Major, A.A.M.C.) and ArtHUR Newson (Major, A.A.M.C.) 
M. J. Australia 1:290-95, March 2, 1946 


Thirty-two cases of gunshot wounds 
of the chest are reported. Wounds of 
the chest wall alone or abdomino- 
thoracic wounds are not included in 
this series. None of the wounds were 
clinically infected at the time of the 
first examination, which ranged from 
2 to 12 hours after the wounds were 
received. The intrathoracic lesions 
were caused by missiles entering the 
thoracic cavity in 23 cases, by bone 
fragments being sprayed into the tho- 


racic cavity in 4 cases and by the con. 
cussive effect of the missile passing 
near the thoracic cavity in 5 cases. 
First-aid treatment consisted of the 
administration of morphine and the 
closure of sucking wounds by deep 
silkworm sutures. At the operating 
unit tetanus toxoid and gas gangrene 
antiserum were given routinely. 
Cases of intrapleural tension were 
treated first. Under pentothal anes- 
thesia, supplemented by oxygen, the 
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indicated surgical measures were car- 
ried out. Fifty thousand units of 
penicillin were then instilled into the 
pleural cavity, and if penicillin-sensi- 
tive organisms were found, 100,000 
units of penicillin were instilled each 
day through the drain tube. In addi- 
tion, 15,000 units of penicillin by in- 
tramuscular injection, started when 
the patient reached the operating unit, 
were continued. As soon as possible 
chest exercises were started, because of 
the danger of immobilization and 
chest deformity even in cases of sim- 
ple hemothorax. Every patient with 


a hemoglobin value below 80 per cent 
was given blood transfusions post- 
operatively as needed. Two patients 
of this series died from shock and loss 
of blood. Eleven selected cases are 
reported. 

Because of the improved treatment 
of shock, early surgical treatment, 
early and frequent aspiration of 
hemothoraces and use of penicillin, 
the mortality rate for gunshot wounds 
of the chest has dropped from 24 per 
cent in World War I to 8 per cent in 
World War II. 32 references. 


OUR ACHIEVEMENTS IN THE TREATMENT OF PENETRAT- 
ING WOUNDS OF THE CHEST (Nashi Dostizhenii v Lechenii 
Pronikayooshchikh Ranyenii Groodnoi Kletki) 


K. S$. DikHAMIDJA 
Gospit. delo 6:55, 1945 


Among 635 cases of injury of the 
thorax there were 262 in which only 
the soft tissues were injured and 373 
in which there were penetrating 
wounds (238 with closed and 135 
with open pneumothorax). 

The treatment of injuries of the 
soft tissues of the thorax does not dif- 
fer from the procedure in soft tissue 
wounds in other parts of the body. 
The patients with penetrating wounds 
received a high fat, high vitamin diet; 
sulfonamides were the principal 
chemotherapeutic agents. Pleural 
punctures were performed at regular 


intervals. Transfusions of 150 to 250 
cc. blood were given. Eighty-eight 
of the 238 persons with closed pneu- 
mothorax developed a hemothorax, 
which was treated by repeated punc- 
tures and washing of the pleural cav- 
ity with a 1:1,000 solution of rivanol 
or a 1 per cent solution of streptocid 
(a Russian sulfonamide). In 6 cases 
an empyema developed, necessitating 
a surgical intervention in 3 cases. The 
open pneumothorax was closed in all 
patients. The sutures separated in 8 
cases. There was only 1| death. 
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A REVIEW OF PATIENTS WITH INTRATHORACIC DISEASE 
AND INJURY TREATED ON THE SURGICAL SERVICE 
OF A UNITED STATES ARMY GENERAL HOSPITAL 
IN NORTH AFRICA 


Joun R. Patne (Lt. Col., M.C., A.U.S.) and ArrHur G. PLANKERs (Major, 
M.C., A.U.S.) 
Surgery 18:401-11, Oct. 1945 


Of 81 patients with intrathoracic 
disease and injury treated on the Sur- 
gical Service of a U. S. A. General 
Hospital during service in North Af- 
rica, 66 were battle casualties. One 
patient died during operation for 
mediastinal teratoma. Patients with 
intrapleural accumulations of blood or 
bloody fluid were treated by repeated 
thoracentesis. Seventeen patients had 
been subjected to primary major sur- 
gical procedures at more forward hos- 
pitals; only 1 patient was so treated 
at this hospital. Twenty-six patients 
had metallic foreign bodies lodged in 
the chest; none of these were operated 
on at this hospital. Twenty-five per 
cent of all patients with intrathoracic 
wounds or injuries were returned to 
duty from this hospital. One patient 
with an organizing intrapleural hema- 
toma was successfully operated on 
with satisfactory immediate results. 

Two cases are reported in detail, 
one to illustrate the satisfactory re- 


sults of thoracentesis in suitable cases, 
and the other a thoracotomy with re- 
moval of the clot and decortication of 
the lung. 

None of the 10 patients with non- 
penetrating wounds died; all of the 
66 patients with penetrating wounds 
of the thoracic cavity were improved 
when evacuated. The wounds were 
caused chiefly by bomb, mortar and 
shell fragments. 

There were 6 cases of thoraco-ab- 
dominal wounds. Fifteen patients 
were. treated without operative mea- 
sures other than débridement and 
without subsequent aspiration of the 
pleural cavity; thirty-three patients 
were treated with débridement and 
subsequent aspiration of the pleural 
cavity. Of 18 patients subjected to 
major primary surgical operations, 4 
were returned to duty, and the re- 
mainder were evacuated for pro- 
longed convalescence. 


AIR-EMBOLISM AND PNEUMOMEDIASTINUM IN 
ARTIFICIAL PNEUMOPERITONEUM 
F. A. H. Simmonps 


Clare Hall County Hospital, South Mimms 
Lancet 1:530-33, April 13, 1946 


At Clare Hall County Hospital, 
more than 450 operations for induc- 
tion of pneumoperitoneum have been 
performed and over 13,000 injections 
of air attempted. There were only 
nine serious complications in_ this 


series, 3 cases of air embolism, 4 cases 
of mediastinal emphysema and 2 cases 
in which the nature of the complica- 
tion was uncertain, but in which either 
cerebral air embolism or emphysema 
may. have been present. There was 
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only one death in this series caused by 
embolism; air reached the right side 
of the heart and obstructed the cir- 
culation. This low incidence of com- 
plications indicates that pneumoperi- 
toneum is a relatively safe procedure. 

If cerebral air embolism develops, 
the symptoms vary somewhat accord- 
ing to the area of the brain involved; 
the usual symptoms are paresthesias, 
localized convulsions or paresis, loss 
of vision and unconsciousness; the 
pulse is rapid and weak and the skin 
cold and pale. In mediastinal em- 
physema there is circulatory difficulty 
with cyanosis and dyspnea. Air em- 
bolism can largely be prevented by 
precision in technic; the induction of 
pneumoperitoneum is not as easy as 
the induction of pneumothorax since 
there is no negative pressure reading 
as a guide to determine whether the 


needle is properly placed within the 
peritoneal cavity; the only guide is 
the feeling of penetration into the 
peritoneum. Pneumoperitoneum 
should not be employed if there is a 
history of previous disease causing ad- 
hesions. If there are symptoms of air 
embolism, the head should be lowered 
and warmth artd stimulants applied. 
If mediastinal emphysema develops, 
any air present in the peritoneum 
should be removed, oxygen given to 
relieve cyanosis, sedatives used to re- 
lieve the distress, and the patient 
should be kept quiet. Subcutancous 
emphysema may develop and give re- 
lief; if this does not occur, incision of 
the skin and introduction of a cannula 
for aspiration of air with the pneumo- 
thorax apparatus may be tried. In 
cases of extreme cyanosis, venesection 
may be indicated. 16 references. 


THE TREATMENT OF THE WOUNDED WITH OPEN 
PNEUMOTHORAX (Letchenye Ranyenykh S Otkritim 
Pneumotoraxom ) 


B. V. Mitanov (Lt. Col., M.C., Red Army) 
Khirurgiya 3:35-39, 1945 


Of 980 patients with open pneumo- 
thorax, 853 (87 per cent) were oper- 
ated on; the mortality was 25 per 
cent. In the group of patients not op- 
erated on, the mortality was 75 per 
cent. 

The greatest difficulty in closing 
the pneumothorax is the frequent re- 
opening of the sutures. In one hos- 
pital the wound reopened in 54 per 
cent of all operated cases. The author 
believes that this was caused by insuf- 
ficient removal of the damaged tissues 
around the margins of the wound. 
The author recommends wide resec- 
tion (6 to 10 cm.) of ‘the rib, and 
often of the two neighboring ribs, to 


permit a firm closure of the wound. 
The pleuromuscular sutures must be 


made without undue tension. Pneu- 


mopexy was performed in 13 cases 
without satisfactory results. 

Removal of the blood, pus and air 
from the pleural cavity by pleural tap 
was formerly an obligatory part of the 
operation. The first tap was per- 
formed just after the closing of the 
pneumothorax, when the patient was 
still on the operating table. In later 
operations the author started leaving 
a valvular drain in the wound; in his 
hospital this now replaces the pleural 
taps. The drain is placed in the ninth 
intercostal space. 
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The author quotes statistical figures 
about the time when the sutures 
loosen up and the pneumothorax re- 
opens. In 14 per cent of the cases 
this occurred on the first to fourth day 
after the operation. In 44 per cent, 


the pneumothorax reopened on the 
fifth to eighth day. In the remaining 
42 per cent the reopening: occurred 
later, in 1 case as late as 24 days after 
the operation. 


SOME RECENT ACCOMPLISHMENTS OF THORACIC 
SURGERY 
W. E. Apams 


Chicago, III. 
Arch. Surg. 50:277-85, June 1945 


Up to the present time Phemister 
and the author have made 33 resec- 
tions, with 21 patients surviving. 
Twenty-seven resections were for tu- 
mors of the lower part of the esoph- 
agus or cardiac end of the stomach, 
with 17 recoveries. Only 1 of the 
last 7 patients died. Success in the 
treatment of carcinoma of the esoph- 
agus and cardia is attributed to the 
proper preparation of patients by the 
administration of fluids, electrolytes 
and blood and by the replacement of 
blood lost during the operation. Sup- 
port of the circulation and adequate 
oxygenation by an anesthetic given 
under moderate positive pressure are 
also important. Chemotherapy may 
save some patients. 

Improved methods of surgical 
treatment of the esophagus have been 
for both benign and malignant le- 
sions. In 6 cases of benign obstruc- 
tions in the lower third of the esopha- 
gus, treated at the University of Chi- 
cago Clinics, a side-to-side anastomo- 
sis between the stomach and esopha- 
gus above the site of obstruction pro- 
duced good results. Cystic disease of 
the lung and mediastinal tumors may 
now be operated on without undue 
risk. Cardiac injuries, compressive 
heart disease and patent ductus arteri- 


osus with or without blood stream in- 
fection are now being successfully 
treated. 


REFERENCES TO CURRENT ARTICLES 


Thoracic Gastric Cyst. Anibal Roberto 
Valle and M. Lawrence White, Uni- 
versity of Virginia School of Medicine, 
Charlottesville, Va. Ann. Surg. 123: 
377-83, March 1946. Thoracic gastric 
cysts occur in the posterior mediastinum 
and on the right side. The active cysts 
are symptomatic at an early age, where- 
as the inactive ones may be discovered 
accidentally in a routine chest roentgen- 
ogram later in life. The chief symptoms 
are dyspnea, cyanosis, cough, dysphagia 
and sometimes, even in infants, hemop- 
tysis. “The pulmonary findings are usu- 
ally those of atelectasis or pneumonitis. 
Diagnosis is by exploratory operation or 
aspiration of gastric juice directly from 
the cyst. Roentgenograms in both the 
posteroanterior and lateral views are 
needed. Iodized oil bronchography 
shows whether the cyst communicates 
with the bronchial tree. The only treat- 
ment is complete removal and this is not 
too successful. Of 17 cases, 10 had sur- 
gical treatment and 5 of these survived. 
The patients are usually infants. 14 ref- 
erences. | table. 4 figures. 

Ipsilateral Spastic Rectus Abdominis in a 
Purely Thoracic Wound. Emile Hol- 
man. Surg., Gynec. & Obst. 82:356-57, 
March 1946. In war wounds of the 
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chest there may be abdominal wall rigid- 
ity, usually unilateral but sometimes bi- 
lateral, and associated subcostal tender- 
ness on palpation. Often these signs are 
present for only the first few hours after 
injury, sometimes disappearing within 18 
hours, and rarely persisting more than 
48 or 72 hours. In the first hours after 
injury the surgeon might be tempted to 
perform an unnecessary abdominal op- 
eration. Surgeons should be aware, 
however, that a spastic tender abdomen 
may be present in a thoracic injury even 
when there is no associated abdominal 
injury. If clinical and roentgenographic 
studies show conclusively that the missile 
did not traverse the abdomen, the abdo- 
minal signs can be disregarded. [Con- 
clusive evidences of the absence of intra- 
abdominal injury in the presence of a 
rigid tender abdomen are difficult to de- 
termine.—Ep. | 

Pulmonary Edema in Chest Wounds. E. 
H. C. Harper (Major, R.A.M.C.) and 


17. Chest Wall 


G. B. Tait (Capt., R.A.M.C.). Lan- 
cet 1:533-34, April 13, 1946. Pulmo- 
nary edema is the most serious compli- 
cation of lacerating wounds of the lung. 
Treatment with oxygen, with atropine 
sulfate and with hypertonic plasma has 
been unavailing. In the only case in 
which the patient survived, venesection 
was done after other methods of treat- 
ment had failed; improvement was 
prompt and recovery uneventful after 
this procedure. In this case the patient’s 
circulatory condition was satisfactory 
when venesection was done, but the au- 
thors are of the opinion that venesection 
is justified in cases of traumatic pulmo- 
nary edema, even if the injury is such 
that further reduction in blood volume 
would overwise seem inadvisable. The 
authors advise against the use of intrave- 
nous infusions in severe chest injuries, 
hecause they tend to produce pulmonary 
edema. 


PENETRATING WOUNDS OF THE CHEST 


Joun Burke (Lt. Col., M.C.) and THrovore T. Jacons (Major, M.C.) 
Buffalo, N. Y. 
Ann. Surg. 123:363-76, March 1946 


Four hundred and two cases of 
penetrating or perforating chest 
wounds in soldiers are reported; hem- 
othorax occurred in 326 patients, and 
120 of these had pneumothorax. 
Small, asymptomatic hemothoraces 
spontaneously disappeared, but when 
large or complicated by fever, dysp- 
nea or pain, they were aspirated early 
with the Baxter transfusion vacuum 
bottle and valve, 600 cc. being re- 
moved at one time. Air was not in- 
jected into the pleural space following 
thoracentesis. Uninfected, inaspirable 
hemothorax was treated by repeated 
attempts at aspiration, blood replace- 


ment, early ambulatory activity and 
breathing exercises. If unsuccessful 
after 5 weeks, thoracotomy and de- 
cortication were done. 

In 70 patients with intrathoracic 
foreign bodies, 25 such bodies were 
removed. In abdominothoracic inju- 
ries on the left side, the operative ap- 
proach was transdiaphragmatic 
through a thoracotomy incision, plus 
formal celiotomy in some cases. 
Wounds of the right side were usu- 
ally treated by thoracotomy and celi- 
otomy. Empyema occurred in 34 
cases. When small and drained early, 
this condition usually healed. If api- 
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cal collapse occurred, decortication or 
rib resection was necessary. 

In the general care, emphasis was 
placed upon blood replacement, nutri- 
tion, and prevention and control of in- 
vasive infection. Penicillin was given 
in doses of 25,000 units intramuscu- 
larly every 3 hours, until the chance 
of infection was nullified. Deep 


BATTLE WOUNDS OF 


Ann. Surg. 


Mortality in 308 patients with bat- 
tle wounds of the thoracic cavity was 
7.4 per cent and in only 2 per cent 
could the death be attributed to the 
chest wound. 

The treatment of choice for hemo 
pneumothorax is the rapid re-expan- 
sion of the lung by repeated thora- 
centeses. When the hémothorax is 
clotted, thoracentesis is not effective 
and thoracostomy, with evacuation of 
the blood clot and decortication of the 
lung, is the most effective treatment. 
Simple tracheotomy is used for 
wounds of the trachea with mediasti- 
nal and subcutaneous emphysema. 

The incidence of empyema was 9.7 
per cent. Infection within the lung 
was a major problem in only 2 cases. 

Early use of sulfonamides eliminated 
spreading infection. In empyema 
there must be early and complete re- 
expansion of the lung. A large open- 
ing is made in the chest and the 


breathing exercises were used and also 
physiotherapy to the chest and shoul- 
der after soft-tissue wounds were 
healed. To control pain, intercostal 
nerve block was found preferable to 
respiratory-depressing drugs. 

Three deaths in the entire series are 
reported. 6 references. 1 chart. 3 
figures. 


THE THORACIC CAVITY 
Juiian Jounson (Major, M.C., U.S 
123:321-42, March 1946 


S.A.) 


fibrous exudate removed. By use of 
an airtight seal this is converted into 
closed drainage. A high negative 
pressure (150 cm. of water) aids 
rapid lung re-expansion. For a large 
empyema this must be done early, 
using positive pressure anesthesia, 
without waiting for fixation of the 
mediastinum. 

Twenty-three of 61 foreign bodies 
retained in the thoracic cavity were re- 
moved. The patients were allowed to 
recover as completely as possible from 
their wounds before removal of the 
foreign bodies was attempted. Locali- 
zation was done by fluoroscopy and 
roentgenography. An intercostal in- 
cision was used, the lung freed, and 
the foreign body then removed. In 
about one-half the patients, the lung 
was closed with drainage. Oral sul- 
fonamides were given both pre- and 
postoperatively. 2 references. 11 fig- 
ures. 
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18. Pleura 


ACUTE INFECTIONS OF PLEURA: TREATED WITH AND 
WITHOUT PENICILLIN 
L. Farri, M. E. Frorey, H. Joues, J. H. Humpnurey and J. SAKULA 


Central Middlesex County Hospital, Middlesex, England 
Lancet 1:257-62, Feb. 23, 1946 


Fourteen of 34 patients with acute 
pleural infection were treated by 
standard methods and 20 with peni- 
cillin and “an adapted” surgical tech- 
nic. In the penicillin treated patients, 
repeated aspirations and injections of 
‘penicillin were used for small inter- 
lobar effusions. In nonpurulent effu- 
sions, aspirations and injections of 
penicillin were employed until frank 
pus formed, then immediate intercos- 
tal drainage alternating with penicil- 
lin instillation. In patients having 
purulent empyema, intercostal drain- 
age alternating with penicillin instil- 
lation was used. In the acute toxemic 
phase, penicillin was also given sys- 
temically, 240,000 units every 2 days 
while aspirations were carried out and 
60,000 units twice daily when inter- 
costal drainage was set up. 

The toxemic symptoms were re- 
lieved more rapidly in the penicillin 
treated cases than in the controls. The 
immediate effect of the treatment was 


to increase the number of white cells, 
but as the infection was controlled, 
the leukacytosis disappeared. The 
mean healing time, i.e., from the time 
of the first pneumonic symptoms to 
complete healing, was 7 weeks in the 
penicillin treated patients as compared 
with 15 weeks in the control patients. 
The time from the establishment of 
drainage to complete healing was 3.6 
weeks in the penicillin treated cases, 
and 11.6 weeks in the controls. The 
penicillin treated patients were able 
to resume work considerably sooner 
than the controls. A follow-up study 
completed 16 months after the last 
patient was treated showed no evi- 
dence of recurrence or residual signs, 
radiologic or clinical, on the affected 
side of the patients who had been 
treated with penicillin, indicating that 
the rapid healing of the lesion induced 
by this treatment was permanent. 15 
references. 7 tables. 1 chart. 


CHRONIC PLEURAL EMPYEMA (ITS SURGICAL 
TREATMENT) 


Joun B. Grow 
Denver, Colo. 
Dis. of Chest 12:26-37, Jan.-Feb. 1946 


The basic principles for treating 
acute empyema are: (1) repeated as- 
piration of the pleural space until the 
specific gravity of the pleural exudate 
is sufficiently high to signify the for- 
mation of pleural adhesions and the 


partial localization of the empyema 
cavity, (2) institution and mainte- 
nance of adequate drainage until the 
empyema cavity is completely oblit- 
erated. Open drainage of the Con- 
nors type with a large drainage stoma 
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is preferred. Inadequate management 
of acute empyema, particularly inade- 
quate drainage, is the most important 
cause of chronicity. Infection with the 
tubercle bacillus is an important 
cause; bronchopleural fistula, bron- 
chiectasis, foreign body, osteomyelitis 
of the ribs, echinococcus disease, der- 
moid cyst and actinomycosis are re- 
sponsible for less than 10 per cent of 
cases. 

The preferred method is, first, the 
establishment and maintenance for 6 
weeks of adequate drainage, to deter- 
mine whether obliteration of the cav- 
ity is occurring. If there is no im- 
provement, a thoracoplasty is done 
with unroofing of the empyema cav- 
ity. A rib resection is made of suff- 
cient extent to completely unroof the 
empyema cavity for 1 inch beyond all 
borders of the cavity. The intercostal 
bundles are then stripped from the 
underlying parietal pleura, ribboned 


( by cutting the periosteum of the beds 
of the resected ribs) and retracted so 
that the entire perietal pleura may be 
excised. The visceral pleura is then 
dusted with sulfanilamide powder and 
the intercostal bundles allowed to fall 
into apposition with its surface. The 
divided parascapular muscles are su- 
tured with interrupted chromic catgut 
sutures over a drain which emerges at 
the lower angle of the wound, to al- 
low escape of the serum, and the skin 
is closed with interrupted cotton su- 
tures. A large pressure dressing is 
maintained for 5 days, shortened, and 
removed by the seventh day, though 
drainage continues up to 23 days. 
One Gm. of sulfadiazine is given 
every 4 hours until the temperature is 
normal for 3 days. The 13 cases of 
chronic empyema and 4 of tubercu- 
lous empyema were treated success- 
fully by this method, with no deaths 
or recurrences. 23 references. 


DECORTICATION IN ACUTE EMPYEMA THORACIS 


Pau W. SanGeEr (Lt. Col., M.C., A.U.S.) 
Charlotte, N. C. 


Surg., Gynec. & Obst. 82:71-80, Jan. 


In small nodular, unilocular, post- 
traumatic or postpneumonic empy- 
ema, closed or open drainage (thora- 
costomy) is the best procedure. In 
multilocular empyema, and in total 
empyema with collapse of the upper 
lobe, thoracotomy with evacuation of 
the pleura and decortication of the 
lung is indicated. Six cases of thora- 
cotomy with evacuation of the pleura 
and pulmonary decortication for acute 
empyema are reported in detail. In 
one the empyema was postpneumonic, 
in the others post-traumatic. Early 
radical operation in selected cases of 
acute empyema will reduce the num- 


1946 


ber of chronic empyema patients and 
“pulmonary cripples.” 

Certain points of technic in pulmo- 
nary decortication are emphasized. 
Routine use of penicillin is recom- 
mended. The anesthesia is intra- 
tracheal gas-oxygen ether. A cannula 
is placed in the ankle vein prior to 
operation, for administration of blood 
as indicated during operation. The 
best approach is through a postero- 
lateral thoracotomy with or without 
rib resection. All freed fluid and clots 
are removed from the pleural cavity. 
The fibrous membrane encasing the 
lung must be completely removed 
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and an attempt made to develop a 
plane of cleavage between the pleura 
and organizing exudate. Air leaks 
in accidental injury to the pleura can 
be plugged with fibrin foam, or mul- 
tiple catheters can be used to main- 
tain lung expansion until the smaller 
fistulas are closed. 

Complete removal of the fibrinous 
membrane permits complete re-ex- 
pansion of the lung. Densely adher- 
ent exudate should not be removed. 
Tests for air leaks are important. 
Large mushroom catheters (28 to 34 
inches) are placed in the second inter- 
space in the midclavicular line, in the 
eighth interspace at the postaxillary 


line, and in the costophrenic sulcus in 
the anterior axillary line. These are 
then connected to a water-seal bottle 
18 inches below the level of the cath- 
eter. 

Intercostal nerve block is done as 
a routine at the end of the operation. 
Just before closure 100,000 units of 
penicillin in 50 cc. of physiologic sa- 
line are instilled into the pleura. The 
posterior catheter is left clamped for 
4+ hours. Penicillin is injected intra- 
muscularly, 25,000 units every 3 
hours for 24 hours before operation 
and as long after operation as indi- 
cated. 9 references. 


PUTRID EMPYEMA 


Joun W. Srrreper and JoserpH P. Lyncu 
Boston City Hospital, Boston, Mass. 
New England J. Med. 234:1-9, Jan. 3, 1946 


Putrid empyema in 90 patients 
treated at the Boston City Hospital 
most frequently followed lung abscess 
or gangrenous (fusospirochetal) 
pneumonitis. The clinical symptoms 
on admission in many of these cases 
were those of pneumonia—pain in the 
chest, chills and cough; yet physical 
eXamination in every case showed the 
presence of fluid. There was often a 
long history of cough with foul spu- 
tum. The definite diagnosis was made 
by thoracentesis and culture of the 
fluid. The fluid was clear at first in 45 
patients but often had a putrid odor; 
in 19 of these patients, it was purulent 
at a later thoracentesis; in 13 patients 
it was “creamy,” and in 24 “thick,” 
in all of which the characteristically 
putrid odor was present. Anaerobic 
culture of the fluid must be done in 
such cases, since putrid empyema is 
an anaerobic infection. The fuso- 


spirochetes may sometimes be identi- 
fied by direct smear. In all except | 
of the patients in this series, the fusi- 
form bacilli were isolated from the 
fluid; in 1 patient Clostridium welchii 
was identified. Anaerobic streptococci 
were also isolated in a number of pa- 
tients, but aerobic organisms were 
found in only 9, and always with an 
anaerobe. 

The treatment indicated in putrid 
empyema is early open operation. In 
the patients who survived, the aver- 
age interval between the onset of 
symptoms and operation was 5.2 
days; in the patients who died this in- 
terval was 10.7 days. The operative 
procedure which gave the best results 
followed closely the technic described 
by Dolley and Jones for the treat- 
ment of acute pyopneumothorax 
(1938). The incision (20 cm.) 1s 
made over the most dependent rib as 
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indicated by thoracentesis, extending 
from the posterior to the anterior axil- 
lary line; the rib is resected subperi- 
osteally and the incision is carried 
down to the pleura. If there is in- 
adequate fixation of the mediastinum, 
the pleura is incised quickly for the 
entire length of the incision; the 
dressing, which has been prepared be- 
fore operation, is applied immediate- 
ly, and the patient is turned on his 
back. If this procedure is carried out 
rapidly, the formation of open pneu- 
mothorax is prevented, for the dress- 
ing is soon saturated with the dis- 
charge and serves as a tampon. 

The dressing is not changed until 
the third day, when a gauze pack im- 
pregnated with activated zinc perox- 
ide is placed partly in the pleural cav- 
ity and partly in the wound. The use 
of zinc peroxide has been found to be 
of definite advantage in the treatment 
of anaerobic infections. By the fifth 
or seventh day after operation, the 
wound is clean and granulating and 
tubes can be inserted. If the fixation 
of the mediastinum is found to be 
adequate at the time of operation, 
more time can be spent in examining 
the pleural cavity and removing pus 
and fibrin by suction before packing 
the wound; zinc peroxide pack is em- 
ployed. In the 22 patients operated 
on by this method of open resection 
there were 3 deaths, an operative 
mortality of 14 per cent. Rib resec- 
tion and drainage, the method usually 
employed for empyema, resulted in a 
mortality of 19 per cent (6 deaths in 
31 cases), while closed thoracotomy 
was followed by a much higher mor- 
tality. 

While the sulfonamides have not 
proved of value in the treatment of 
putrid empyema in the authors’ ex- 
perience, results obtained in 2 recent 


not included in the series re- 
ported, indicate that penicillin may be 
of value as an adjunct in the treat- 
ment of this condition. 40 references. 
5 tables. 


cases, 


REFERENCES TO CURRENT ARTICLES 

Acutely Infected Pleural Effusions; Tech- 
niques of Penicillin Treatment. L. Fat- 
ti, M. E. Florey, H. Joules, J. H. 
Humphrey and J. Sakula, Middlesex, 
England. Lancet 1:295-300, March 
2, 1946. The method found to be the 
most effective in the treatment of pleu- 
ral effusions is aspiration of fluid and in- 
jection of penicillin as soon as the pres- 
ence of the effusion is recognized and 
as long as the effusion remains fluid. 
As soon as it becomes purulent, inter- 
costal drainage is employed, alternating 
with instillation of penicillin. In 20 pa- 
tients in whom this method was em- 
ployed as compared with 14 patients 
treated by standard methods, the dura- 
tion of the illness from the onset of 
pneumonic symptoms to complete heal- 
ing was shortened from 15 to 7 weeks, 
and the period from the beginning of 
drainage to complete healing was short- 
ened from 11.6 to 3.6 weeks. 15 ref- 
erences. 1 table. 4 figures. 

Putrid Empyema Without Foul Sputum: 
“Surprise” Putrid Empyema. Harold 
Neuhof and Daniel Stats, New York, 
N. Y. Surgery 18:411-17, Oct. 1945. 
The difficulties of diagnosis of putrid 
empyema in the absence of foul sputum 
or other evidence of a pulmonary ab- 
scess are stressed. Delay in diagnosis 
may prove fatal. Clinical symptoms in- 
clude chest pain, slight cough and ex- 
pectoration, and a severe initial stage. 
However, cough may be absent and the 
course may be chronic. Demonstration 
of foul pus by aspiration of the pleura 
establishes the diagnosis. Wide drain- 
age of the main focus and its extensions 
will produce cure unless diagnosis has 
been made too late. A putrid pulmo- 
nary abscess is probably the precursor 
of “surprise” putrid empyema. Three 
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of the 15 cases discussed are described 
in detail. 

Surgical Pneumolysis for Pulmonary Tu- 
berculosis (O ffene Pneumolyse bei Lun- 
gentuberkulose). E. Hedvall and O. 
Hultén. Acta chir. Scandinav. 91 :269- 
82, Dec. 20, 1944. Surgical pneumoly- 
sis was performed in 9 cases of cavernous 
pulmonary tuberculosis in which arti- 
ficial pneumothorax was rendered in- 
effectual by adhesions which could not 
be cauterized by the method of Jaco- 
baeus. A good collapse of the cavity was 
obtained in all patients. One patient 
died 2 months after operation from 
hemoptysis springing from a fresh basal 
lesion. Another contracted postopera- 
tive pneumococcic empyema requiring a 
thoracoplasty which was successful. Suc- 


19. Lung 


cess in 7 cases is attributed to the use 
of intravenous anesthesia, a wide thor- 
acic incision, painstaking detachment of 
adhesions and thorough and careful 
postoperative treatment, including daily 
pressure control and frequent roentgen- 
ray examinations. Postoperative thor- 
acoscopy is of value for observation of 
the pleural cavity and to detect any 
newly formed adhesions. 

Spontaneous Pneumothorax in Infancy. 
Ian Higgins, London, England. Arch. 
Dis. Childhood 20:141-44, Sept. 1945. 
The author reports spontaneous tension 
pneumothorax in association with staphy- 
lococcal sepsis in 3 infants. All recovered. 
The etiology, clinical features and diffi- 
culties of diagnosis are described. 19 
references. 


THE “WET” LUNG IN WAR CASUALTIES 


Lyman A. Brewer (Major, M.C., A.U.S.), BEnyJAmMIN BurBANK (Major, M.C., 
A.U.S.), Paut C. Samson (Major, M.C., A.U.S.) and CHarves A. SCHIFF 
(Capt., M.C., A.U.S.) 

Ann. Surg. 123:343-62, March 1946 


Wet lung, or persistence of fluid in 
the pulmonary tree, is a serious surgi- 
cal problem. There are four chief 
causative factors: (1) pulmonary 
trauma, (2) increased respiratory ef- 
fort, (3) tracheal obstruction, and 
(4) anoxia. Wet lung results in less 
oxygen being available for the pul- 
monary capillary, causing anoxic an- 
oxia. The late picture is pulmonary 
edema and shock. This leads to ate- 
lectasis, pneumonia, and tracheobron- 
chitis. Four illustrative case reports 
are presented. 

A frequent symptom is an almost 
constant “wet cough.” Outstanding 
symptoms are dyspnea and bronchial 
rales. The sputum become purulent. 
In early stages roentgenographic find- 
ings are minimal. 


The most important therapeutic 
measures are intercostal nerve block, 
tracheobronchial aspiration either with 
the catheter or the bronchoscope, and 
positive pressure oxygen therapy. In 
nerve block 5 to 10 cc. of 1 to 2 per 
cent procaine are injected around the 
intercostal nerves in the injured area. 
In most cases strapping of the thorax 
is unnecessary. If improvement does 
not occur, aspiration is performed. 
Oxygen at pressures of 2 to 6 cm. of 
water is effective for pulmonary ede- 
ma. It should not be used if severe 
shock is present since it may seriously 
impede the return flow of blood to 
the right heart. 13 references. 9 
figures. 
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THE IMPORTANCE OF BRONCHOSCOPY IN PLANNING 
THE TREATMENT OF PULMONARY LESIONS 


G. A. P. Hurtey 
Grace Dart Home Hospital, Montreal, Canada 
S. Clin. North America 26:292-97, April 1946 


Bronchoscopic examination 1s essen- 
tial for observation of the behavior of 
tuberculous lesions in the bronchi, and 
for determination of the correct form 
of treatment. Bronchoscopic aspira- 
tion is the most efficient method of 
providing drainage of the occluded 
bronchopulmonary segments. 

Bronchoscopy is important in de- 
termination of the etiology as well as 
the extent of bronchiectasis and lung 
abscess, both of which may be com- 
plicated by empyema. It is clear that 
transpleural drainage of an empyema 
will not result in cure if some per- 
sisting bronchial disease tends to per- 
petuate the pulmonary suppuration. 
Thus, chronic empyema often calls for 
bronchoscopic investigation. 

The primary neoplastic diseases af- 
fecting the lung are believed to have 
their origin in the bronchial mucosa 
and are classified as (1) bronchogenic 
carcinoma and (2) bronchial adeno- 
ma. In approximately 75 per cent of 
cases of bronchogenic carcinoma the 
lesion commences in the large bronchi 
within reach of the bronchoscope. 
The growth can be inspected, its site 
and dimensions determined, and bi- 
opsy for microscopic examination can 
be done through the bronchoscope. 
Bronchoscopic examination is of pri- 
mary importance in separating the 
operable case from the inoperable. 
As a life-saving measure, it is of even 
more importance in guiding the sur- 
geon. as to the necessary site of divi- 
sion of the main stem bronchus, to 
insure complete eradication of the 


cancer. 


Those who believe bronchial ade- 
noma to be benign are content with 
removal through the bronchoscope. 
It is probable, however, that broncho- 
pulmonary resection is the safest form 
of treatment. Which ever method is 
adopted, bronchoscopic examination 
and biopsy are the first step in the 
attack on the tumor. 


The obvious objection to early 
bronchoscopy in hemoptysis is the fact 
that further bleeding may result from 
coughing or trauma caused by the in- 
tervention. Both cough and trauma, 
however, can be largely eliminated by 
adequate preoperative narcosis and 
skill in manipulation. 


REFERENCES TO CURRENT ARTICLES 


Lung Abscess Complicating Penetrating 
Wounds of the Chest. Theodore T. 
Jacobs (Major, M.C., A.U.S.) and 
John Burke (Lt. Col., M.C., A.U.S.). 
Ann Surg. 123:48-52, Jan. 1946. Two 
cases of lung abscess following pene- 
trating wounds of the chest are pre- 
sented. This complication is uncommon. 
A one-stage operation was favored in 
these patients which allowed accurate 
roentgenologic localization of the ab- 
scesses. The essential feature in the op- 
eration was not simple drainage, but 
complete unroofing of the abscess. The 
lesions healed completely through ade- 
quate drainage with dry, tight-mesh 
packing and particularly through the 
use of penicillin and whole blood trans- 
fusions. 3 references. 4 figures. 

Clinic on Pneumonectomy, Stressing the 
Technic of Operation. Ralph Boerne 
Bettman, Michael Reese Hospital, Chi- 
cago, Ill. S. Clin. North America, 26: 
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143-51, Feb. 1946. The dissection of 
the hilus is started by exposing the pul- 
monary artery which is sutured with 
No. 1 chromic catgut. The pulmonary 
vein is ligated in the same manner. A 
long silk suture is placed at either side 
of the stump of the bronchus to act as 
a guy suture. The bronchus is closed 
with two mattress sutures. Three other 
mattress sutures of silk are placed to 
enter into the bronchial walls proximal 
to the other sutures, thus burying the 
other sutures when they are tied. The 
two guy sutures are then tied and the 
bronchus is completely closed. 
Congenital Cystic Lung; Successful Pneu- 
monectomy in a Three-Week-Old 
Baby. Robert E. Gross, Boston, Mass. 
Ann. Surg. 123:229-37, Feb. 1946. 
In a child 3 weeks of age when first 
seen dyspnea had been present since the 
ninth day of life and had become more 
severe; there was intermittent cyanosis. 
Roentgen-ray examination showed a 
large cyst in the left lung. At opera- 
tion several smaller cysts as well as the 
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large cyst were found and total pneu- 
monectomy done. ‘The child made a 
good recovery. 6 figures. 

New Treatment for Postoperative Pul- 
monary Collapse. E. H. Grandstaff, 
Kansas City, Mo. Arch. Surg. 51: 
237-43, Nov.-Dec. 1945. The most 
feared complications following surgical 
operations are those involving the lungs. 
A series of 2,704 cases in which an an- 
esthetic was used, followed by respira- 
tory complications, is reported. Recom- 
mendations concerning the type of pref- 
erable anesthesia and treatment are 
made. Cyclopropane was followed by 
the fewest pulmonary complications. 
The necessity for recognizing and treat- 
ing pulmonary collapse before pneu- 
monia develops is emphasized. A new 
treatment consisting of cocainization of 
the throat with 5 to 10 per cent solu- 
tion of cocaine is described. This pro- 
cedure supposedly relaxes the bronchial 
tree enough so that mucous plugs can 
be coughed up with ease. 7 references. 
2 tables. 2 figures. 


> 


SURGERY OF THE MEDIASTINUM 


W. E. Apams 
University of Chicago, Chicago, III. 
S. Clin. North America 26:130-42, Feb. 1946 


Surgery of the mediastinum now 
includes the operative treatment of a 
large variety of disorders. Mediasti- 
nal dermoids, usually located in the 
anterior mediastinum, are symptom- 
less unless their increasing size causes 
pressure on adjacent structures such as 
the lung, chest wall or great vessels. 
They are almost always located in the 
lower anterior mediastinum. Opera- 
tive removal is necessary since they 
tend to become malignant. The prog- 
nosis is good. 

Removal of a neurogenic tumor of 


the mediastinum in an 18-year-old 
man is reported. Mediastinal tumors 
of nervous tissue origin are usually 
located in the posterior mediastinum 
and no symptoms are noted until ma- 
lignant degeneration has occurred or 
pressure is felt on adjacent structures. 
Diagnosis is usually not difficult. 
Their difference from cysts of the 
posterior mediastinum, intrathoracic 
goiter and aneurysm is shown by the 
absence of symptoms and by roent- 
genologic and fluoroscopic findings. 
Operative procedure is indicated, and 
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the prognosis is favorable if no malig- 
nant changes have developed. 

The case of a 55-year-old man with 
cancer of the esophagus is reported. 
A long incision was made over the 


entire eighth left rib and upward pos- 


teriorly over the seventh, sixth and 
fifth ribs. This incision divided the 
muscles of the chest wall down to the 
bony thorax. The entire eighth rib 
and short segments (1% inches) of 
the seventh, sixth and fifth ribs were 
removed subperiosteally and the fifth, 
sixth and seventh intercostal vessels 
divided posteriorly between clamps 
and ligated. The pleura was then 
opened along this line posteriorly and 
throughout the bed of the eighth rib. 
No pleural adhesions were observed. 
The mediastinal pleura was incised 
over the course of the esophagus pos- 
terior to the hilum of the left lung to 
the arch of the aorta, and the left pul- 
monary ligament was divided. The 
esophagus was then mobilized in this 
region. Care was exercised not to open 
the right pleural cavity. 

A tumor mass which involved ap- 
proximately 4 inches of the esophagus 
was found. The mass extended down- 
ward beneath the arch of the aorta 
and was separated from the surround- 
ing structures without much difficulty. 
The diaphragm was then opened 
from a point near its attachment to 
the chest wall at the anterior end of 
the incision, inward to the esophageal 
hiatus, and the phrenic vessels were 
clamped and ligated in the line of the 
incision. No evidence of metastases 
was found upon palpation of the liver 
and other structures in the upper part 
of the abdomen. 

After removal of the tumor mass 
the spleen was removed to facilitate 
mobilization of the stomach and to 
aid in the anastomosis of the stomach 





with the esophagus. The stomach was 
then mobilized by dividing the vessels 
along the greater curvature of the 
stomach just outside the main course 
of the gastroepiploic artery; care was 
taken to preserve the blood supply 
through this artery. The left gastric 
vessels were mobilized and divided 
near their origin between clamps, and 
ligated with chromic No. 00 catgut 
sutures to allow the stomach to be 
brought up into the chest cavity. The 
esophagus was crushed and ligated 
with linen near its junction with the 
stomach. After placing a soft rubber 
clamp across the cardia, the esophagus 
was divided between the clamp and 
ligature, care being taken to minimize 
soiling. A rubber glove inverted over 
the lower end of the esophagus was 
secured by two braided silk ligatures. 
The cardiac end of the stomach was 
closed by a double row of continuous 
linen sutures and the esophagus fur- 
ther mobilized to a point about 2 
inches above the arch of the aorta. 
After sufficient space was made for 
the tumor to pass up beneath the arch, 
the esophagus was brought outside of 
this structure, because it was impossi- 
ble to make the anastomosis beneath 


the arch. The fundus of the stomach 


was pulled upward and secured to the 
parietal pleura with interrupted su- 
tures. Two rows of interrupted linen 
sutures were used to form the anasto- 
mosis between the esophagus above 
the level of the tumor and the fun- 
dus of the stomach. The first row 
was placed medially before the tumor 
was removed. A right-angled rubber- 
shod soft clamp was placed across the 
esophagus prior to the division of the 
esophagus; a similar soft rubber-shod 
clamp was placed across the fundus 
of the stomach to complete the anas- 
tomosis. A No. 26 de Pezzar cath- 



































64 QUARTERLY REVIEW OF SURGERY 





eter was then brought out through a 
stab wound in the ninth intercostal 
space posterolaterally for continuous 
suction drainage of the pleural cavity 
following closure of the chest wall. 
The diaphragm was now closed about 
the stomach with interrupted and con- 
tinuous chromic No. 00 catgut su- 
tures. Sulfathiazole crystals (2% 
Gm.) were distributed about the re- 
gion of the anastomosis. 

Two pericostal sutures of a double 
strand of chromic No. | catgut were 
used to close the chest wall wound. 
The intercostal structures were ap- 
proximated with a continuous suture 
of a double strand of chromic No. 00 
catgut. Interrupted sutures were em- 
ployed in the region of the divided 
pleura posteriorly; closure of the 
muscles and deep fascia of the chest 
wall was made by a combination of 
interrupted and continuous chromic 
double No. 00 catgut sutures. Plain 
No. 00 sutures were used for the sub- 
cutaneous tissue, and silk for the skin. 
The residual air in the pleural cavity 
following closure of the chest was 
aspirated through the drainage cath- 
eter with a pneumothorax apparatus. 
Uneventful convalescence followed; 
at no time did the temperature go 
above 100.5° F. rectally. 


REFERENCES TO CURRENT ARTICLES 
Acute Pulmonary Edema Associated with 
Mediastinal Emphysema. F. T. Wallace, 


Medical College of the State of South 
Carolina. Surgery 19:430-33, March 
1946. Causes and effects of mediastinal 
emphysema are reviewed. Acute pul- 
monary edema is a serious complication 
of this condition caused by obstruction 
of the circulation in the pulmonary ves- 
sels by air pressure in the mediastinum, 
A case of acute pulmonary edema is pre- 
sented. Need for early tracheotomy in 
progressive laryngeal obstruction is em- 
phasized. 19 references. 

The Diagnosis of Lesions of Mediastina. 
Fraser B. Gurd, McGill University, 
Montreal, Canada. S. Clin. North 
America 26:282-91, April 1946. Le- 
sions in the mediastina may be divided 
into two groups depending upon the in- 
flammatory nature of the lesions and 
their neoplastic character. One of the 
most common inflammatory diseases of 
the anterior mediastinum is that which is 
commonly referred to as “cold abscess” 
of the chest wall. Apparently all such 
“cold abscesses” represent a suppurative 
tuberculous lesion having its origin in 
the lymph nodes which lie alongside the 
internal mammary vessels. Tumors in 
the anterior mediastinum are associated 
with the lymphatic system, the thyroid, 
the parathyroid, the thymus, and with 
teratomas. In the posterior mediastinum, 
apart from the esophagus, the tumors 
which appear as shadows on radiologic 
examination are those associated with 
disease or tumor of (1) the lymphatic 
system, (2) the nervous system, (3) 
other mesoblastic tumors, and (4) aortic 
aneurysm. 
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21. Heart 


INJECTION INTO THE HEART (Ukol wv Sertse) 


N. I. Ostnovsk1 
Pediatria 3:60-64, 1945 


Injections of adrenalin into the 
heart chambers gave the expected re- 
sult in 50 per cent of the reported 
cases. The maximum reaction is ob- 
tained in 7 to 8 seconds. Experiments 
on animals have shown that it is pos- 
sible to insert an injection needle ten 
times in an area of | sq. cm. of the 
heart surface, without injuring the 
myocardium or the conductive system. 

The dangers connected with cardiac 
punctures are: (1) injury of the 
pleura and lungs, (2) cutting of the 
branches of the internal mammary 
artery, (3) perforation of a vein and 
(4) tamponade of the heart by the 
extravasation of blood. 

In long and narrow chests the 
needle is inserted 0.5 to 1.0 cm. to 


the right of the sternum; in short but 
narrow chests it is inserted at the 
same distance to the left of the ster- 
num. In wide chests the place of the 
puncture is 1 cm. to the right of the 
sternum. All insertions are made in 
the middle of the fifth intercostal 
space. The needle is inserted 3.5 to 
4.5 cm. deep in wide chests and 5 to 
6 cm. in narrow chests. In narrow 
chests the needle is inserted perpen- 
dicularly to the surface; in expanded 
chests it is directed downward. 

Heart punctures in children are less 
dangerous than in adults. In children 
the mammary artery and its branches 
are so smal] that injury of these blood 
vessels occurs very rarely. 10 refer- 
ences. 


THE DIAGNOSIS AND TREATMENT OF PATENT DUCTUS 
ARTERIOSUS (BOTALLI) IN CONNECTION WITH 20 
OPERATED CASES 


C. Craroorp, E. MANNHEIMER and TH. WIKLAND 
First Surgical Department of Sabatsberg Sjukhus and the Medical Department of 
Kronprinsessan Lovisas Vardanstalt fér Sjuka Barn 
Acta chir. Scandinav. 91:97-131, 1944 


The diagnostic importance of a con- 
tinuous murmur in cases of patent 
ductus arteriosus is emphasized. It 
can be demonstrated phonocardio- 
graphically and can be differentiated 
from systolic and diastolic murmurs 
by its position in the pulse period and 
its force in the lower range frequen- 
ces. The murmur was demonstrated 
for the first time in a case of truncus 
communis; it occurs also in some other 
conditions but never with maximal 


intensity at the left second intercostal 
space close to the sternum as charac- 
teristic of patent ductus arteriosus. 
Other clinical symptoms of the latter 
are inconstant. 

Operation is indicated in all un- 
complicated cases, and should prefer- 
ably be done when the patient is about 
3 years of age. Ligation of the ductus 
is indicated in cases in which the 
ductus is relatively long and of small 
caliber. Division is indicated in cases 
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in which the ligature involves risk of 
cutting through, in short wide ductus, 
or when the wall appears brittle. 
Division is also recommended for 
cases in which the ductus is very wide, 
even if apparently long enough for 
ligation. 

In 12 cases of the present series, 
twofold ligation of the duct was fol- 
lowed by injection of 50 per cent 
glucose solution between the liga- 
tures. In 8 cases, the ductus was 
divided and the stump was closed by 
suture. One patient died shortly after 
the operation from heart failure 
caused by a reflex released by sudden 
pressure change in the tracheobron- 
chial system; this pressure change was 
due to suction with a relatively wide 
catheter through a small tracheal tube 
after completion of the operation. No 
relapse occurred in this series of cases; 
patients with decompensation before 
operation showed full compensation 
after operation, and patients previous- 
ly showing retarded physical develop- 
ment showed marked improvement 
following the operation. 

For the Crafoord operation, the 
patients are prepared with morphine 
and scopolamine and an intravenous 
drip apparatus is attached to the ankle 
vein. Cyclopropane nitrous oxide and 
oxygen are administered through the 
tracheal tube and the patient is placed 
on his right side, his left arm sup- 
ported at anteflexion of 90 degrees. 
A spiropulsator prevents disturbance 
of spontaneous respiratory move- 
ments. An incision is made from the 
osseocartilaginous border to a point 
close behind the costal angle, with a 
curved downward extension past the 
inferior angle of the scapula. The 
latter is supplied with a cotton tape to 
facilitate abduction and fixation to the 
operating table. Subperiosteal re- 


section of the fifth rib and opening of 
the pleural cavity is followed by 
longitudinal division of the medias- 
tinal pleura over the aorta and pul- 
monary artery down to the hilus, 
about 1 cm. behind the phrenic nerve. 
Injury of the recurrent laryngeal 
nerve must be avoided. Following 
isolation of a pericardial flap and lib- 
eration of the ductus, the latter is 
temporarily ligated with a soft clamp 
for 3 minutes, and heart action, pulse 
and blood pressure carefully noted. 
If the circulation is not affected by the 
obliteration, the ductus may be 
divided by one of two methods. 

When the ductus ts at least 10 mm. 
long, a clamp is placed at the base of 
the ductus at the aorta and another 
at its base on the pulmonary artery. 
The ductus is then divided between 
clamps and closure is effected by blood 
vessel suture. The clamps are re- 
moved and a course silk ligature is 
placed between the sutured areas and 
the large vessel, close to the latter. 
The ligature is tightened only enough 
to prevent blood from flowing into 
the sac. 

When the ductus is too short to 
permit this procedure, a clamp is ap- 
plied to the ductus at the aorta and 
another on the pulmonary artery, in- 
cluding the base of the ductus but 
leaving the arterial lumen partially 
open and permeable to blood. The 
base of the ductus is then cut out of 
the pulmonary artery and the defect 
is closed by continuous blood vessel 
suture. A ligature is then placed 
around the base of the ductus close to 
the aorta. 

The mediastinal pleura is then 
closed and likewise the different 
layers of the chest wall as soon as the 
upper lobe is expanded. The spiro- 


pulsator is removed, and later, when 
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respiration is satisfactory, the tracheal 
tube. The time required for ligation 
is 2 hours and the time for division 
from 3 to 4 hours. The temperature 
may remain around 38° C. for a few 
‘days and there may be slight pleural 
efusion on the left side. Postopera- 
‘tive atelectasis developed in 2 cases 
and recurred following bronchoscopy, 
but later subsided spontaneously. 
Patients are kept in bed for 1 to 2 
weeks. 

In 10 additional cases seen by the 
‘author, the ductus was divided in 4 
patients and ligated in 6 patients. All 
‘recovered and are well. In 3 other 
patients, the condition was complicated 
by sepsis. The first of these 3 pa- 


| 


A case is reported in which an in- 
fected patent ductus occurred with 





atypical murmurs, in conjunction with 
multiple congenital cardiac defects, 
and in which the infectious agent was 
resistant to penicillin. Cure was ac- 
complished by surgical ligation of the 
patent ductus arteriosus. Contrary 
to general belief, this study seems to 
indicate that operation may be under- 
taken in the absence of typical mur- 
murs under two conditions: (1) when 
the infectious agent is resistant to sul- 
fonamide or penicillin therapy, and 
(2) when no other congenital defect 
i$ present which requires the open 
ductus as a compensatory mechanism. 





tients recovered following division of 
the ductus, but died following at- 
tempted operation for recurrence. In 
the other 2 cases sufficient time has not 
yet elapsed for evaluation of results. 
About 87 per cent of patients with 
untreated patent ductus arteriosus die 
of cardiac disease before reaching 30 
years of age. It is impossible to make 
a definite prognosis for any given case. 
Cardiac decompensation in youth is 
an unfavorable sign. Most of the 
patients in the present series were 
under 10 years of age; age limits 
were 2 years and 8 months to 29 years. 
Even in cases of sepsis, operation may 
be attempted as a last resort. 19 ref- 
erences. 5 tables. 3 figures. 


THE CURE OF SUBACUTE BACTERIAL ENDARTERITIS BY 
SURGICAL LIGATION IN A PATIENT WITH PATENT 
DUCTUS ARTERIOSUS COMPLICATED BY THE 
PRESENCE OF MULTIPLE CONGENITAL 
CARDIAC DEFECTS: REPORT OF A 
CASE 


Ropert F. AEIGLER 
Detroit, Mich. 
Am. Heart 4 31:231-37, Feb. 1946 


A white girl, 17 years old, was ad- 
mitted to the hospital with persistent 
fever and heart complaints of 4 
months’ duration. Other symptoms 
were fleeting abdominal pain and re- 
current bouts of fever, but no night 
sweats, weight loss, chest pain, or evi- 
dence of embolic phenomena. His- 
tory was negative except for heart 
murmur and paroxysmal tachycardia. 
There was no history of rheumatic 
fever. Physical findings were nega- 
tive except for heart enlargement to 
the left and heart murmurs. Labora- 
tory examination showed a negative 
Kline test, essentially normal blood 
and normal urine analyses and stool 








68 


QUARTERLY REVIEW OF SURGERY 





examination. Two blood cultures, 
however, were positive for Staphylo- 
coccus albus. 

Operation consisted of double liga- 
tion of the patent ductus with heavy 
silk and the placing of a cellophane 
band around it. A large anomalous 
vein immediately overlying the aorta 
created operative difficulty. It ap- 
peared to be a left-sided vena cava. 
A palpable thrill present over the 
ductus disappeared after ligation. The 
patient made an uneventful recovery 
and has normal exercise tolerance. 6 
figures. 


REFERENCES TO CURRENT ARTICLES 


Operative Closure of the Patent Ductus 
Arteriosus. Alfred Blalock, Baltimore, 
Md. Surg., Gynec. & Obst. 82:113- 


22. Esophagus 


——_ 


14, Feb. 1946. Operation for closure 
of the patent ductus arteriosus has been 
done in 14 cases; various methods have 
been employed, including division of the 
ductus between clamps and closure of 
the ends with suture ligatures in 2 cases, 
The method preferred and used in the 
last 7 cases is to place purse-string su- 
tures at the two extreme ends of the 
ductus including the adventitia in several 
places; the sutures are loosely tied but 
so as to abolish the flow of blood through 
the ductus. ‘Iwo through-and-through 
silk mattress sutures are placed between 
the purse-string sutures and tied. At 
present the author prefers this method 
to any method requiring division of the 
ductus, but if this latter procedure should 
prove to be the method of choice, the use 
of the purse-string sutures would still be 
of advantage. 3 references. 1 figure. 


A NEW METHOD OF CONSTRUCTING AN ARTIFICIAL 
FSOPHAGUS 
WituiaM P. Lonemirg, Jr. and Mark M. Ravircu 


Johns Hopkins Hospital, Baltimore, Md. 
Ann. Surg. 123:819-34, May 1946 


A new method of constructing an 
artificial esophagus is described, which 
was first developed in experimental 
animals. In these experiments it was 
found that a long segment of je- 
junum, if placed in a skin tube, de- 
veloped sufficient collateral circulation 
so that division of the mesenteric ves- 
sels could be done and the jejunal 
segment could then be used as a free 
graft. This method of a free jejunal 
graft was employed for reconstruction 
of the esophagus in 3 patients. 

There are five main steps in the 
procedure as employed on_ these 
human patients; some of these steps 
may require multiple stages and var- 


lations, according to the conditions in 
each case. In the first step, the length 
and future position of the jejunal loop 
is carefully determined and the out- 
line of the proposed skin tube marked 
on the skin, so that the incision in the 
left upper rectus muscle through the 
skin and subcutaneous tissue is made 
in line with the medial edge of the 
proposed skin tube. The segment of 
the jejunum to be used as a graft is 
cut in such a way that it is attached 
by a single primary mesenteric artery 
and vein. A subcutaneous tunnel ts 
formed above and below the site of 
the proposed skin tube; the isolated 
jejunum with its mesenteric blood 
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supply is delivered through a stab 
wound and implanted in the sub- 
cutaneous tube. 


At. least a month must elapse be- 
fore the second step in the procedure 
jsattempted. This step is the forma- 
tion of a central pedicle skin tube, for 
which the usual technic is employed; 
a wide skin tube is necessary; in some 
cases a split-thickness graft may be 
employed to cover a part of the under 
surface of this tube. In the third 
step, before completely dividing the 
central pedicle, it may be narrowed 
by division of part of the surrounding 
skin. Temporary occlusion of the 
vessels is carried out 


When this _ is 
sufficient, the central pedicle is di- 
vided, the mesenteric vessels are li- 
gated, and the defects in the tube and 
the abdominal wall closed. In the 
fourth step of the operation, the lower 
pedicle of the intestinal-skin tube is 
temporarily occluded several times 


daily until sufficient circulation is de- 


veloped in the upper pedicle to supply 
the entire tube. This is then implanted 
along the anterior chest wall, the up- 
per end of the tube being placed along 
the left anterior border of the left 
sternocleidomastoid muscle. In the 
fifth step, if the thoracic portion of 
the esophagus has not been removed, 
as in the case of a benign lesion, some 
type of lateral anastomosis is done; 
in 1 of the authors’ cases (benign 
stricture of the esophagus), the end 
of the transplanted jejunum was 
anastomosed to the side of the cerv- 
ictal esophagus, after the latter had 
been dissected from its usual position. 
The lower end of the jejunal graft is 
anastomosed to the stomach. 

In the 3 cases reported, there was 
a benign stricture of the esophagus in 


2 cases in adults; in 1 of these cases 
the operation has been completed and 
the patient is able to swallow liquids 
and soft food; in the other case a 
complete intestinal-skin tube is pres- 
ent and the mesenteric vessels have 
been divided, but the other steps of 
the operation had not been completed 
at the time of this report. In 1 case 
of congenital atresia of the esophagus, 
the operation, begun when the child 
was 13 months old and in very poor 
condition, was completed; a fistula 
developed at the site of the esophago- 
jejunal anastomosis, and before this 
could be closed the child died of pyo- 
cyaneus septicemia. Autopsy showed 
no evidence of infection around any 
portion of the intestinal-skin tube. 8 
references. 16 figures. 


REFERENCES TO CURRENT ARTICLES 


The Surgical Treatment of Chronic Con- 
strictive Pericarditis. George J. Heurer 
and Harold J. Stewart, Cornell Uni- 
versity Medical College, New York, 
N. Y. S$. Clin. North America 26:477- 
88, April 1946. Eighteen patients with 
chronic constrictive pericarditis were 
subjected to twenty operations without 
a postoperative fatality. Of these, 8 
patients are classified as cured over 
periods varying from 2 to 10 years; 6 
patients are markedly improved over 
periods of from 2 to 6% years; 1 pa- 
tient was moderately improved after 
operation but required the continued use 
of mercurials, and 3 patients were not 
improved by the operation. 

The Radiological Diagnosis of Certain 
Diseases of the Lower Esophagus. J. W. 
McKay, Montreal General Hospital, 
McGill University, Montreal, Canada. 
S. Clin North America 26:306-18, 
April 1946. ‘That the radiologic exam- 
ination of the esophagus is indicated in 
the presence of dysphagia is well recog- 
nized. ‘That it is indicated in the search 
for the cause of other symptoms re- 
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ferred to the thorax is not so well 
known. Familiarity with the normal 
physiology and anatomy of the esophagus 
will prevent errors in radiologic diagno- 
sis. The commonest error is in mis- 
taking the phrenic ampulla for an esoph- 
ageal hiatus hernia. Disease of the 
esophagus should be considered as a 
source of thoracic pain. It is important 
that the esophagus be examined radio- 
logically during the attack of pain. Three 
gross anatomic types of esophageal can- 
cer are recognized: (1) the stenosing, 
infiltrating or scirrhous type, which pro- 
duces a circular stenosis; (2) the 
medullary type which ulcerates early; 
this type will produce an irregular filling 
defect in the barium-filled esophagus; 
(3) the Polypoid form, which is rarely 
recognized radiologically. 

Peptic O0csophageal Ulcer: Non-Fatal 
Perforation. Ella Preiskel, Oxford, Eng- 
land. Lancet 1:497-98, April 6, 1946. 


—— 


In the case reported, the patient had 
brought up some blood, which he 
thought he had coughed up, but examin- 
ation had shown no pulmonary lesion, 
Following this he had dyspepsia for over 
9 years, with pain and a feeling that 
food was arrested to the left of the 
lower end of the sternum. At one time 
there had been some hemorrhage; an- 
other hemorrhage occurred before his 
admission to the hospital. A diagnosis 
of ulceration and perforation at the lower 
end of the esophagus was made by x-ray 
examination, and confirmed by a later 
esophagoscopy which showed scarring 
around the orifice of the sinus resulting 
from the perforation. Symptoms have 
been almost completely relieved by strict 
adherence to a peptic ulcer regime. The 
author notes that it is difficult to under- 
stand how the patient escaped a fatal 
mediastinitis at the time of the perfora- 
tion. 7 references. 


23. Breast 


SURVIVAL RATES OF RADICAL MASTECTOMY FOR 
UNILATERAL AND BILATERAL CARCINOMA 
OF THE BREAST 


SruartT W. HarrRINGTON 
Mayo Clinic, Rochester, Minn. 
Surgery 19:154-66, Jan. 1946 


The types of tumor encountered in 

a series of 6,558 patients operated 

upon at the Mayo Clinic for malig- 

nant tumor of the breast from 1910 
to 1940 were as follows: 

CASES PER CENT 


Adenocarcinoma 6,412 97.78 
Epithelioma __._... 31 0.47 
Paget’s disease... 69 1.05 
Melano-epithelioma 3 0.05 
Sarcoma —_...... saat 39 0.59 
Carcinosarcoma 4 0.06 


Once malignancy has been defin- 
itely diagnosed, the indicated treat- 
ment is immediate primary radical 


mastectomy. Wide surgical excision 
of any localized tumor should be fol- 
lowed by immediate diagnosis of 
frozen sections; if malignancy is de- 
tected, immediate radical mastectomy 
should be performed. The use of 
minor surgical procedures in the pres- 
ence of cancer will impair end results. 

Of 6,558 patients, 47 (0.7 per 
cent) died at the hospital following 
operation; of the 6,511 surviving pa- 
tients, 6,318 were followed up for 
more than 3 years. Of patients with- 
out axillary metastases at the time of 
operation 85 per cent were alive 3 
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years after operation, whereas of pa- 
tients with axillary node invasion 
at the time of operation only 45.3 per 
cent had such a survival. The 5-year 
survival rate for patients who had no 
axillary invasion at the time of opera- 
tion was two and a half times as 
great as for those without such inva- 
sion; the 10-year survival of the for- 
mer was three and a half times as 
great; the 15-year survival was four 
times as great, and the 20-year sur- 
vival was five times as great. Thus 
the most important factor in prognosis 
is the presence or absence of axillary 
invasion at the time of operation. 

More persons having low grade 
tumors, with or without axillary in- 
vasion, were alive after the 3-, 5-, 
10-, 15- and 20- year periods than 
patients with high grade tumors. 
Grading, therefore, is another im- 
portant factor in prognosis. 

The highest incidence of malig- 
nancy was in the fifth decade, the 
highest incidence of metastases in the 
sixth decade. In patients with axillary 
involvement at the time of operation, 
the highest survival rate occurred in 
the sixth decade, and in those without 
such involvement, in the second and 
third decades. Best results were ob- 
tained in persons of the fifth decade, 
with a 5-year survival rate of 81.7 
per cent. 

In patients with unilateral tumor, 
with axillary involvement, 5-year 
survival rates improved from 23.7 


per cent in the period 1910 to 1914, 
to 39.1 per cent in the period 1935 to 
1938. In cases of unilateral tumor 
without axillary involvement the 5- 
year survival rates for these two 
periods were 62.7 per cent and 81.9 
per cent respectively. 

Some surgeons advise routine re- 
moval of the remaining breast in all 
cases of breast carcinoma. Nonsimul- 
taneous bilateral carcinoma occurred 
in 212 patients, or 3.4 per cent of the 
series. Since the incidence of tumor 
developing in the remaining breast 
after removal of one breast for cancer 
is only 6 to 8 per cent, the writer does 
not feel that routine radical mastec- 
tomy of the remaining breast is jus- 
tifiable. The statistics show that even 
should cancer develop in the remain- 
ing breast, good results may be ob- 
tained. 

Simultaneous cancer in both breasts 
occurred in 62 patients, or 1 per cent 
of the series. In 44 (71 per cent) of 
these, metastases were present at the 
time of operation in one or both 
axillae. None of the latter group 
survived the 15-year period and only 
3.3. per cent survived the 10-year 
period. Of the 18 patients without 
axillary invasion at the time of opera- 
tion none survived the 20-year period. 
Thus the prognosis for simultaneous 
carcinoma of both breasts is much less 
favorable than for nonsimultaneous 
involvement of the two breasts. 12 
tables. 
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A HISTOLOGIC CLASSIFICATION OF CARCINOMA OF THE 
BREAST 


Frank W. Foore, Jr. and Frep W. Stewart 
New York State Department ef Health and Memorial Hospital, New York, N. Y. 
Surgery 19:74-99, Jan. 1946 


The authors present a new classi- 
fication of carcinoma of the breast, 
taking into consideration noninfil- 
trating forms, and based as far as 
possible upon the site of the tumor, 
beginning with the nipple and in- 
cluding ducts and lobules, and a group 
of rare or extremely unusual histologic 
types. Only various histologic types 
of mammary carcinoma are included. 


HisroLocic CLASSIFICATION OF 
CARCINOMA OF THE BREAST 


I. Paget’s disease of the nipple 
II. Carcinoma of the mammary ducts 
(a) Noninfiltrating tumors 
1. Papillary carcinoma 
2. Comedo carcinoma 
(b) Infiltrating tumors 
Papillary carcinoma 
Comedo carcinoma 
Carcinoma with productive 
fibrosis 
4. Medullary carcinoma 
5. Colloid carcinoma 
III. Carcinoma of mammary lobules. 
(a) Noninfiltrating tumors 
(b) Infiltrating tumors 
IV. Relatively rare carcinoma 


whdro- 
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So-called sweat gland carcinoma 

Intracystic carcinoma 

Spindle-cell carcinoma (adeno- 

sarcoma ) 

Adenoid cystic carcinoma 

. Carcinoma with osseous and car- 
tilaginous metaplasia 

6. Squamous carcinoma 

Malignant variant of fibroadenoma 

and cystosarcoma phyllodes 
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Radical mastectomy is indicated in 
most cases. Simple mastectomy can 
be employed in noninfiltrating forms 
of carcinoma of the mammary ducts, 
lobular carcinoma, sweat gland car- 
cinoma and intracystic carcinoma, but 
radical operation is advised in all in- 
filtrating types, as well as in malig- 
nant degeneration of fibroadenoma 
and cystosarcoma phyllodes. The lat- 
ter are amenable to simple mastec- 
tomy in the absence of malignant 
epithelial cells. Local excision will 
suffice also for early phases of malig- 
nant fibroadenoma involving only the 
epithelial lining and not extending 
beyond the capsule. 2 references. 4 
figures. 


BREAST CANCER AND “PAGET’S DISEASE OF THE BREAST” 


Cyrit J. CosrELLo 
Barnard Free Skin and Cancer Hospital, St. Louis, Mo. 
Arch. Surg. 51:262-78, Nov.-Dec. 1945 


A study has been made of 29 cases 
of Paget’s disease of the breast. This 
disease begins as an intractable eczema 
of the nipple or areola of the breast 
which does not respond to simple 
local treatment and protection from 
irritating clothing. Detailed histo- 


logic studies of the diseased tissues 
show that the intraepidermal cell 
called “Paget cell” presents the iden- 
tical histologic picture of cancer cells 
found in underlying carcinoma of the 
breast. A direct continuity could fre- 
quently be traced between these two 
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types of cancer cells. In some cases 
very early intraductal carcinoma was 
present but not recognized because it 
was small and hidden behind the 
nipple so that it was difficult to pal- 
pate. Incomplete pathologic exam- 
ination fails to reveal this malignant 
condition. Such an early lesion has 
been shown to metastasize into the 
axillary lymphatics before frank car- 
cinoma appears in the breast. Intra- 
epidermal metastatic malignant 
growths of the breast are associated 
with various types of malignancies. 
These studies indicate that Paget cells 
are actually metastatic cancer cells 
originating from early breast carci- 
noma or other malignancies, the met- 
astases apparently being by direct 
extension, retrograde lymphatic con- 
tinuity or ductal spread. 

This investigation makes it evident 


that any eczema of the “breast which 
does not respond completely in 2 
weeks to conservative treatment with 
bland ointment and protection from 
clothing, should be regarded with 
suspicion and subjected to biopsy. 
Since many medical men_ believe 
Paget’s disease to be a separate clinica] 
entity, whereas it has been definitely 
established that Paget cells are car- 
cinoma and that no proved case of 
Paget’s disease can be found unasso- 
ciated with carcinoma, it is believed 
that the terms “Paget’s disease of the 
breast” and “extramammary Paget’s 
disease” should be abandoned and a 
better discriptive term substituted such 
as “secondary epidermal carcinoma.” 
To insure cure, treatment must be 
radical mastectomy, whether or not 
the primary growth can be palpated. 
15 references. 4 tables. 9 figures. 


THE TREATMENT OF TUMORS OCCURRING IN MALE 
BREASTS 


Juutan C. Pate 
Tampa, Fla. 
M. World 64:166-70, April 1946 


In a series of 25 cases of tumors of 
the male breast, the outstanding etio- 
logic factors were trauma, infection, 
neoplasms, and endocrine disturb- 
ances, particularly of the sex glands. 
Infection was of primary significance, 
since mastitis was the commonest le- 
sion of the male breast. In acute 
mastitis, the suppurative inflamma- 
tions are observed as abscesses. 

Neoplasms in the male breast are 
more frequently benign than malig- 
nant. The treatment used is the same 
as that for the female organ; excision 
and immediate pathologic examination 
are indicated if the neoplasm or sus- 
pected neoplasm is small. Biopsy 


should be obtained when the growth 
is extensive. If a benign process is 
demonstrated by microscopic examina- 
tion, simple excision of the tumor or 
the breast is the indicated surgical pro- 
cedure. If, however, malignant dis- 
ease is present, radical removal of 
the breast, with or without irradiation, 
is indicated. 13 references. 


REFERENCES TO CURRENT ARTICLES 


The Diagnosis of Tumors of the Breast. 
S. Jameson Martin, Montreal General 
Hospital, Montreal, Canada. §S. Clin. 
North America 26:319-25, April 1946. 
Needling or aspiration biopsy will aid in 
distinguishing between a solitary cyst 
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and carcinoma. Under local anesthesia 
a 22-gauge needle can be introduced 
and the contents aspirated. It is safer 
to centrifuge the fluid and examine it for 
tumor cells. A benign cyst will reveal 
straw-colored or cloudy fluid. Blood- 
stained fluid is indicative of duct papil- 
loma, intracystic papilloma, or carci- 
noma. Roentgen rays, with special soft 
tissue technic, have been of doubtful 
value in the author’s experience. Biopsy 
is required only when the signs do not 
definitely indicate a malignant lesion; the 
inframammary approach is preferable. A 
brownish discharge, which when chem- 
ically tested is not old blood, and a 
greenish discharge are found in chronic 
cystic mastitis. On the other hand, a 
serous or a sanguineous discharge is sig- 
nificant of duct papilloma, carcinoma 
and chronic cystic mastitis. [One Editor 
strongly disagrees with the above advice. 


Unless such aspirations are done by top- 
flight men in very selected cases, many 
lives will be lost. Certainly the adoption 
of this procedure by the general prac- 
titioner will not be to his advantage.— 


Ep. | 


Diagnosis and Treatment of Carcinoma of 


the Female Breast. Harry A. Oberhel- 
man, Loyola University School of Med- 
icine, Chicago, Ill. S. Clin. North 
America 26:116-29, Feb. 1946. Every 
breast “lump” should be uncompromis- 
ingly submitted to biopsy. The diag- 
nostic procedures of aspiration, trans- 
illumination and radiography should be 
looked upon as having limited value as 
accurate diagnostic procedure; they are 
not practical for routine breast examina- 
tions. Methods of therapy which pro- 
duce palliative and not curative results, 
such as castration and sex hormone ther- 
apy, should be used only in selected cases. 


24. Diaphragm 


REFERENCES TO CURRENT ARTICLES 
The Surgical Repair in Various Types of 


Diaphragmatic Hernia. John M. Dor- 
sey, Presbyterian Hospital, Chicago, Ill. 
§. Clin. North America 26:152-62, 
Feb. 1946. Careful medical manage- 
ment of diaphragmatic hernias with mild 
symptoms, which includes dietary re- 
striction, such as avoidance of gas-pro- 
ducing food, and multiple small feed- 
ings, with emphasis on a particularly 
light evening repast, may sufficiently re- 
lieve the distressing symptoms so that 
surgical intervention may be avoided. 
With the improvement in anesthesia, the 
advent of penicillin, the increasing ex- 
perience in thoracic surgery and the 
ease of repair because of more readily 


obtained exposure through a transthor- 
acic incision, operation is the proper 
course, when symptoms are pronounced 
and relief is not obtained by ordinary 
medical measures. Esophageal hiatus 
hernias may be approached through the 
chest with much greater ease and with 
no greater risk. Furthermore, patients 
with thoracic wounds may be gotten out 
of bed a little earlier than those with ab- 
dominal incisions and this will tend fur- 
ther to diminish the pulmonary com- 
plications. This is all in contradistinction 
to the surgical treatment of diaphrag- 
matic hernia in children, in whom ex- 
posure and ease of operation can be 
accomplished quite adequately through 
the abdomen. 
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25. Abdominal Surgery 


REFERENCES TO CURRENT ARTICLES 

Experience in the Management of the 
Abdominal Wounds of Warfare. Fred 
J. Jarvis (Major, M.C., A.US.), 
Walter L. Byers (Capt., M.C., A.U.S) 
and Edward V. Platt (Capt., M.C., 
A.U.S.). Surg., Gynec. & Obst. 82: 
174-93, Feb. 1946. In a series of 130 
war wounds of the abdomen, the mor- 
tality was 23.4 per cent. Reconstruct- 
ing the course of the missile was the 
chief diagnostic problem. Severe fecal 
contamination of the peritoneum pro- 
duced a clinical syndrome resembling 
shock, but these patients did not respond 
satisfactorily to replacement therapy. 
Penicillin was more effective than the 
sulfonamides in the treatment of peri- 
toneal contamination. Resection of the 
small bowel was found to be preferable 
to multiple closures in a small area. In 
wounds of the colon exteriorization of 
the injured portion was the safest pro- 
cedure. The mortality was due chiefly 
to overwhelming contamination of the 
peritoneum and renal insufficiency. 3 
references. 10 tables. 1 figure. 

Chemotherapy in Traumatic Surgery of the 
Abdomen. Pat R. Imes (Major, M.C., 
A.U.S.). Ann. Surg. 123:44-47, Jan. 
1946. Sulfonamides and penicillin were 
about equally effective in the prevention 
and treatment of peritonitis in 243 cases. 
Their local use provided no additional 
protection; their combined use, tried in 


26. Abdominal Wall 


1 case, had a favorable outcome. This 
method warrants further trial. 2 tables. 


Trauma to the Abdomen. Henry R. Rit- 


ter and B. Bernard Kaye, Columbia 
University, New York, N. Y. Am. J. 
Surg. 71:760-82, June 1946. Shock 
therapy is used preferably as a prophylac- 
tic rather than a therapeutic measure. 
Shock therapy should always precede 
surgical exploration unless there is con- 
tinuous bleeding. The authors discuss 
preoperative preparation, the question of 
anesthesia, incision and operative pro- 
cedures. 


Abdominal Apoplexy Secondary to Rup- 


tured “Congenital” Aneurysm. Thomas 
A. Shallow, Peter A. Herbut and 
Frederick B. Wagner, Jr., Jefferson 
Medical College Hospital, Philadelphia, 
Pa. Surgery 19:177-85, Feb. 1946. 
Abdominal apoplexy, a term applied to 
the spontaneous rupture of a medium 
sized intra-abdominal blood vessel inde- 
pendent of trauma, malignancy or ec- 
topic gestation, occurred in a patient, 
secondary to rupture of one of multiple 
congenital aneurysms of the inferior 
pancreaticoduodenal artery. Rupture of 
a congenital aneurysm should be sus- 
pected when abdominal apoplexy occurs 
in patients without marked arteriosclero- 
sis or hypertension. Early operation with 
excision of the aneurysm is indicated. 
17 references. 5 figures. 





GUNSHOT WOUNDS OF THE ABDOMEN 


Rospert §. Wiikinson (Major, M.C., A.U.S.), Lynpon M. Hirt (Lt., M.C., 
A.U.S.), and Louis T. WricHT 
Surgical Service, Harlem Hospital, New York, N. Y. 
Surgery 19:415-29, March 1946 ~ 


An analysis is presented of 149 ment of these conditions are discussed 
cases of gunshot wounds of the ab- and stressed. Abdominal rigidity 
domen and abdominal wall. Most and tenderness, often associated with 
important facts in diagnosis and treat- pneumoperitoneum on_ radiographic 
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examination, are most valuable clin- 
ical signs of penetrating abdominal 
wounds. Immediate operation is in- 
dicated in all such cases regardless of 
presence of shock. Blood transfusions 
and intravenous fluids are used to re- 
duce shock and effect fluid balance. 
Extreme shock often indicates blood 


27. Hernia 


vessel injury. Sulfonamides are val- 
uable but do not replace surgery. 
Penicillin should be used postopera- 
tively in cases of gastrointestinal per- 
forations. 13 references. 16 tables. 
[These case reports may increase our 
knowledge and judgment.—Ep. | 


REPAIR OF LARGE ABDOMINAL DEFECTS BY PEDICLED 
FASCIAL FLAPS 


Owen H. WAGENSTEEN 
University of Minnesota Hospitals, Minneapolis, Minn. 
Surg., Gynec. & Obst. 82:144-50, Feb. 1946 


In 1932 and 1934 the author de- 
scribed a method for repairing re- 
current hernias and other large defects 
of the abdominal wall by using a graft 
of the iliotibial tract of fascia lata 
pedicled on the tensor fascia femoris 
muscle. This method was found to 
be satisfactory for large defects below 
the umbilicus, but it cannot be used 
satisfactorily for repair of defects im- 
mediately below the costal margin. 
In such cases the author has more 
recently employed a pedicled fascial 
flap swung up from the lower to the 
upper abdomen; a pedicled iliotibial 
graft is then used to replace the flap 
taken from the lower abdomen. 

This method was first used in a 
patient with a large defect originating 
beneath the right costal margin and 
extending beyond the midline. In 
this case a large flap of fascia covering 
the entire right rectus muscle and the 
greater portion of the left rectus 
muscle, pedicled from its attachment 
at the lower margin of the hernial 
defect, was employed to cover the 
hernial opening. The defect so 


created was then repaired by the ped- 


icled iliotibial tract of fascia lata by 
the author’s original technic. Follow- 
up examinations since the patient’s 
discharge from the hospital have 
shown the abdominal wall to be strong 
and firm. 

In another case, operated on several 
years previously, a large desmoid 
tumor was removed from the lower 
abdomen of a boy 15 years of age. 
In removing the tumor, the greater 
portion of the musculotendinous 
structure of the infraumbilical portion 
of the abdominal wall was removed. 
In this case the defect was closed by 
the use of the pedicled iliotibial tract 
of fascia lata; this was reinforced by 
lateral extensions of fascia lata from 
the sartorius medially and the biceps 
femoralis laterally. This patient is 
now 21 years old; the abdominal wall 
is strong; there is no hernia and no 
evidence of recurrence of the tumor. 
Three other cases are report.d in 
which pedicled flaps have been used 
more recently for repair of defects of 
the abdominal wall; in one of these 
the procedure used in the first case 
described above was necessary. 
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The author has found pedicled flaps 
much more effective in the repair of 
abdominal wall defects than free 
fascial grafts. A nonirritative, non- 


absorbable suture material such as fine 
silk is used for anchoring the pedicled 
grafts. 2 references. 6 figures. 


USE OF RECTUS SHEATH AND SUPERIOR PUBIC LIGAMENT 
IN DIRECT AND RECURRENT INGUINAL HERNIA 


HaAMLiIn Mattson 
University of Minnesota Medical School, Minneapolis, Minn. 
Surgery 19:498-503, April 1946 


The incidence of recurrent and. in- 
direct inguinal hernias remains high 
despite improved surgical technic. A 
method of hernioplasty used by the 
author in 35 cases is described, to- 
gether with the anatomy of inguinal 
hernia. 

The incision in the Mattson opera- 
tion is placed 1 cm. superior and 
medial to the usual incision for hernio- 
plasty. The chief object of the oper- 
ation is to provide better closure by 
suturing a curved flap of the sheaths 
of the rectus and pyramidalis muscles 
to the superior pubic (Cooper’s) liga- 
ment. The weak point of the Bassini 
operation is closure of the lower angle 
where suture of the conjoined tendon 
to the inguinal ligament cannot be 
done without tension. The author’s 
method permits suture without undue 
tension and seems an improvement 
over previously described procedures 
involving the superior pubic ligament. 
The sphincter action of the inferior 
oblique is not disturbed. The opera- 
tion is especially valuable for cure of 
recurrent hernia since scar tissue is 
avoided. It also safeguards against 
an occult femoral hernia and prevents 
its subsequent development. 

The procedure requires more time 
than the average herniotomy but this 
will improve with experience. Though 
the series of cases reported is small 


and follow-up is short, the operation 
described is sound in principle and 
promises lower recurrence rates. 22 
references. 2 figures. 


REFERENCES TO CURRENT ARTICLES 


Retroperitoneal (Mesenteric Pouch) 
Hernia: Case Report. I. S. Ravdin 
(Brig. Gen., U.S.A.) and Philip J. 
Hodes (Lt. Col., M.C., A.U.S.). Ann. 
Surg. 123:106-110, Jan. 1946. An in- 
stance of retroperitoneal hernia is re- 
ported which is unusual in that it in- 
volved only a limited portion of the 
ileum, and, also, in that the sac was 
avascular and no large blood vessel was 
present at either the entrance or exit 
from the sac. There was also present 
a giant Meckel’s diverticulum which 
caused obstructive symptoms. Recov- 
ery occurred after the entire area of 
bowel including the sac was excised and 
intestinal continuity re-established by 
end-to-end anastomosis. All parietal de- 
nuded areas were peritonized. ‘Ten 
Gm. of sulfanilamide crystals were placed 
in the peritoneal cavity and the wound 
closed by layer suture. 3 references. 7 
figures. 

Inguinal Herniorraphy from the Intra- 
Abdominal Perspective. Philip Jacobsen, 
Petersburg General Hospital, Peters- 
burg, Va. Am. J. Surg. 71:797-808, 
June 1946. The intra-abdominal ap- 
proach to inguinal herniorrhaphy is ana- 
tomically and mechanically correct and 
therefore, in the author’s opinion, supe- 
rior to the extra-abdominal approach 
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Postappendicectomy 


now universally used. The sac and 
cord, with the fibrous attachments to its 
surrounding structures, when left acting 
as a unit are useful for the protection of 
the inguinal region. ‘The sac, if allowed 
to remain, does not become a hydrocele 
or an avenue of recurrence. ‘The in- 
ternal opening should be excluded from 
the abdominal cavity not merely closed. 
The external ring should not be opened 
until the necessity for it has been shown. 
Dissection of the sac should not be done. 


Interstitial Inguinal 
Hernia. Herbert C. Fisher (Lt. Col., 
M.C., A.U.S.), Brooke General Hos- 
pital, Fort Sam Houston, Texas. Ann. 
Surg. 123:419-26, March 1946. Post- 
ope rative hernias arising in a McBurney 
incision are characterized by a bulging 
at the external inguinal ring identical to 
that of typical inguinal hernias. The 
fascia at the site of the McBurney scar is 
intact. The abdominal contents (omen- 
tum) pass through a defect in the peri- 
toneum at site of the incision, and, con- 
tinuing their way under the transversus 
sbdontiiis and internal oblique muscles, 
reach and transverse the canal, and 
finally the omentum appears as a mass 
at the external ring simulating an in- 
guinal hernia. Six cases are described, 
all occurring on the right side and fol- 
lowing appendicectomy. At operation 
the peritoneal defect was closed with in- 
terrupted cotton sutures, the transversus 
abdominis and internal oblique muscles 
were approximated with interrupted 
stainless steel wire sutures, and the in- 
guinal region was repaired by a modified 
Bassini technic. Excellent results were 
reported in 5 cases followed. 2 refer- 
ences. 8 figures. 


Gravid Uterus in a Strangulated Hernia. 


Robert Laird, London, England. 
Lancet 1:416-17, March 23, 1946. 
A woman 42 years of age had an 
indirect inguinal hernia, which had 


been irreducible for 4 years and which 


became strangulated 2 days before ad- 
mission to the hospital. At operation 
the hernial sac was found to contain an 


enlarged uterus, both tubes and both 
ovaries. ‘The whole uterus except the 
cervix lay outside the abdominal cavity 
and was indurated. A subtotal hysterec- 
tomy was done, and the ovaries were 
returned to the abdomen and the hernia 
repaired. Examination of the uterus 
showed an early pregnancy. In this case 
impregnation must have occurred while 
the uterus was in the hernial sac. Only 
1 similar case was found reported in the 


literature. 5 references. 1 figure. 


A New Surgical Technic for Large Ab- 


dominal Hernia. (Eine neue Operations- 
methode fuer grosse Bauchbrueche). F. 
Langenskiold. Acta chir. Scandinav. 91: 
93-96, Fasc. 1-6, Dec. 20, 1944. The 
cutaneous scar is removed as cleanly as 
possible from the hernial sac and the 
sac itself cut up by transverse parallel 
incisions into alternate right and left 
strips about 2 cm. in width. The strips 
are then interdigitated and pulled up 
taut so that the fascial opening can be 
closed along their bases. The fascial 
strips are then knotted by pairs, and the 
knots reinforced with sutures. 5 figures. 


Bilateral Petit’s Hernia and an Anterior 


Sacral Meningocele Occurring in the 
Same Patient. F. Miles Flickinger and 
James C. Masson, Mayo Clinic, Roches- 
ter, Minn. Am. J. Surg. 71:752-59, 
June 1946. A woman 41 years of age 
had two unusual lesions of congenital 
origin, bilateral Petit’s hernia and ante- 
rior sacral meningocele, both of which 
proved amenable to surgical treatment. 
Although anterior sacral meningoceles 
are rare, they must be considered when 
dealing with retroperitoneal _ pelvic 
masses, since the surgeon is faced with 
a possibility of fatal meningitis unless he 
recognizes the lesion and repairs it at the 
time of operation. ‘The authors closed 


the defect in the continuity of the spinal 
canal by use of oxidized gauze packs 
impregnated with thrombin. 

Inguinal Hernias and Allied Defects in 
Naval Recruits. Charles W. McLaugh- 
lin, Jr. (Lt. Comdr., M.C 


, US.N.R.) 
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and John Reid Brown (Lt. Comdr., 
M.C., U.S.N.R.). Surgery 19:267-74, 
Feb. 1946. A study is presented of 
1,407 naval recruits operated upon for 
inguinal hernia; 91.8 per cent were in- 
direct and 8.2 per cent direct hernias. 
Hydroceles were more commonly noted 
without associated hernia. ‘This study 
demonstrated that a complete inguinal 


28. Peritoneum 


REFERENCES TO CURRENT ARTICLES 
Nodular Nonsuppurative Panniculitis 
Treated with Penicillin. Maurice L. 
Zee (Capt., M.C., A.U.S.), Fort Sam 
Houston, Texas. J. A. M. A. 130: 
1219-20, April 27, 1946. A case is 
presented of relapsing febrile nodular 
nonsuppurative panniculitis, in which 
treatment with penicillin resulted in ap- 
parent cure after failure of sulfadiazine 
to alter the course of the disease. A 
total of 2,360,000 units of penicillin was 


hernia extending into the scrotum is 
easy to diagnose, but an incomplete 
hernia or one with a long narrow sac 
may be very difficult to demonstrate at 
first. ‘The Bassini type of repair was 
used in 85 per cent of these cases. An 
analysis of operative technic and post- 
operative care is also presented. 5 refer- 
ences. 5 tables. 


given: 20,000 units intramuscularly 
every 3 hours for 15 days. ‘The tem- 
perature returned to normal within 8 
days, no new nodular lesions developed 
and there was definite regression of all 
skin lesions. In 3% months’ observa- 
tion there was no recurrence of symp- 
toms or findings. It is believed that 
penicillin has a definite therapeutic value 
in the treatment of Weber-Christian 
disease. 5 references. 


29. Stomach and Duodenum 


GASTRIC RETENTION AFTER POSTERIOR GASTRO- 
ENTEROSTOMY FOR DUODENAL ULCER: 
PREVENTION AND TREATMENT 


Howarp K. Gray and WENDELL S. SHARPE 
Mayo Clinic, Rochester, Minn. 
Ann. Surg. 123:397-409, March 1946 


Posterior gastroenterostomy for 
duodenal ulcer was performed in 200 
patients. Because of the high inci- 
dence of postoperative retention in the 
first 100 (Series 1), changes in opera- 
tive technic and postoperative care 
were made in the next 100 cases 
(Series 2). These changes consisted 
of the use of three instead of two 
rows of sutures, as well as postopera- 
tive regulation of fluid intake and 
medications, such as tablets of alumi- 
num hydroxide gel, neostigmine, 


phenobarbital, atropine, diphenyl 
acetic acid, and diethylaminoethanol. 
Retention decreased from 35 per cent 
in Series 1 to 19 per cent in Series 2. 
There were no reoperations in Series 
2 as compared with six in Series 1. 
The stoma is best made on the pos- 
terior wall of the stomach with the 
proximal loop of the jejunum at- 
tached near the lesser curvature at the 
level of the angle of the stomach. 
The stoma is run diagonally down- 
ward and to the patient’s left toward 
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the greater curvature. Three rows of 
sutures are used, the third to allow 
approximation of the mucosal edges 
and to cover denuded portions. The 
distal loop is replaced in the abdomen 
to lie behind all other loops of bowel. 


If a second operation is needed, je- 
junostomy alone is effective. 10 ref- 
erences. 1 table. 3 figures. 
[Individual physiologic response should 
not be overlooked in accounting for results 


of changed technic.—Eb. | 


SURGICAL TREATMENT OF MALIGNANT TUMORS OF THE 
DUODENUM EXCLUSIVE OF THOSE ARISING FROM 
THE PAPILLA OF VATER 


ALEXANDER BRUNSCHWIG and Ivan C. TIHOLIz 
University of Chicago School of Medicine, Chicago, III. 


S. Clin. North America 


Pancreatoduodenectomy is the most 
radical procedure in the treatment of 
malignant tumors of the duodenum 
but good results have been achieved 
with more conservative procedures. 

The author reports a series of 5 
patients with malignant neoplasms 
of the duodenum. In the first patient 
with a cancer of the second segment of 
the duodenum a local resection of the 
tumor and duodenum with adjacent 
pancreatic tissues was done. The pa- 
tient was still well 7 years 10 months 
after the operation. In the second pa- 
tient with a cancer of the first segment 
of the duodenum the author per- 
formed a resection of the upper third 
of the duodenum, pylorus and upper 
third of the head of the pancreas. The 
patient remained well for 1 year but 
died after a second laparotomy per- 
formed for recurrences. The third 
patient, who had a spindle-cell sar- 
coma of the third segment of the duo- 
denum, remained well for 3 years 
after resection of the lower half of 
the duodenum, large tumor mass, 
metastatic glands and duodenoje- 
junostomy. Pancreatoduodenectomy 


was performed in the fourth patient 
with a round-cell sarcoma involving 
most of the duodenum. The patient 


26:163-75, Feb. 1946 


died on the seventh postoperative day. 
The fifth patient had a carcinoma of 
the third segment of the duodenum. 
The patient died 3 months after pan- 
creatoduodenectomy was performed, 
of deep abdominal abscesses that de- 
veloped after discharge from the hos- 
pital. 

The technic of. pancreatoduodenec- 
tomy is as follows: (1) A high mid- 
line or reverse L incision is employed. 
(2) The duodenum and head of the 
pancreas are mobilized by incision of 
the posterior parietal peritoneum 
along the greater curvature of the 
duodenum. (3) The stomach 1s 
transected a short distance above the 
pylorus and the upper segment is 
closed. The superior pancreatoduo- 
denal vessels are ligated and divided 
near their origin. (4) The neck of 
the pancreas is carefully elevated from 
the anterior surface of the superior 
mesenteric vein and transected. (5) 
The jejunum is transected just distal 
to the ligament of Treitz after its 
severance, followed by invagination of 
the distal jejunal segment. (6) The 
terminal portion of the duodenum 1s 
retracted to the left from beneath the 
superior mesenteric vessels. (7) The 
head of the pancreas and the duo- 
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denum are removed. (8) A posterior 
Billroth Il gastrojejunostomy is done. 
(9) The first long loop of jejunum 
is elevated for anastomosis with the 
biliary tract. (10) After the above 
anastomosis, enteroenterostomy is car- 
ried out between afferent and effer- 
ent loops of jejunum going to the 
bile tract anastomosis. This is per- 
formed below the transverse meso- 
colon if the loop of jejunum was 
brought through a hiatus in this 
mesentery; otherwise it is performed 


about 15 cm. below the above-men- 
tioned tract-jejunal anastomosis. The 
abdomen is closed in layers, with soft 
rubber drains to the site of the head 
of the pancreas. 

Most patients do fairly well with 
pancreatic juice occluded from the 
bowel. Those presenting steatorrhea 
are given pancreatin by mouth. 

[Malignant duodenal tumors are being 
recognized more frequently, necessitating 
perfection of technic for their removal. The 
question of advisability of routine pan- 
creaticojejunostomy arises.—Ep. | 


RECURRENT DUODENAL ULCER AFTER GASTRECTOMY 
WITH DUODENOGASTRIC IMPLANTATION; SECONDARY 
GASTRECTOMY; FISTULAS OF WIRSUNG’S CANAL: 
SURGICAL CURE OF THE FISTULA 


R. PEYcELON and BERNAY 
Lyon chir. 40:754-56, Nov.-Dec. 1945 


A 44-year-old woman underwent 
a gastrectomy because of a duodenal 
ulcer. An anastomosis between the 
duodenum and the posterior aspect of 
the stomach was performed. The 
painful syndrome reappeared after 1 
year. Roentgenograms revealed an 
ulcer in the duodenum below the an- 
astomosis. 

Operation revealed an ulcer on the 
posterior aspect of the duodenum and 
penetrating the head of the pancreas. 


In the course of dissection of the ulcer 
the pancreatic duct was inadvertently 
sectioned. Both ends were sutured 
with catgut and gastrojejunostomy 
(Polya’s method) was performed. A 
pancreatic fistula developed after the 
operation. Three weeks after the first 
operation the abdomen was again 
opened and the pancreatic fistula was 
implanted into the duodenum. After 
the second operation the patient 
gained weight and strength. 


THE EFFECTS OF PEDICLE JEJUNAL TRANSPLANTS IN THE 
STOMACH OF MANN-WILLIAMSON DOGS: 


Harry C. Sattzsrern and Irvin J. Kurtz 
Harper Hospital, Detroit, Mich. 
Surg., Gynec. & Obst. 82:194-98, Feb. 1946 


The Mann- Williamson operation 
was done in 28 dogs and jejunal ulcer 
resulted in every instance. The aver- 
age survival time was 71 days. In this 
Operation the stomach is made to 


empty into the jejunum and the alka- 
line duodenal bile and pancreatic se- 
cretions are diverted into the terminal 
ileum, so that the acid gastric juice 
“spurts” against an area of jejunum 
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not protected by the normal alkaline 
secretions. 

In 6 dogs a pedicled jejunal trans- 
plant 114 to 2 in. long was placed in 
the posterior wall of the stomach, be- 
fore the Mann-Williamson operation 
was done; in 3 dogs the combined 
operation was done in one stage, in 
the other 3 animals in two stages. 
The average survival period of these 
dogs was 70 days. Autopsy showed 
that the blood supply of the jejunal 
transplant was intact, but a jejunal 
ulcer of the same type and location as 
that in the Mann-Williamson control 
animals had developed in all but 1 of 
these dogs; and in the 1 exception, 
there was an ulcer in the jejunal 
transplant. In another dog a jejunal 
pedicled graft was employed with the 
Mann-Williamson method in a one- 


stage operation; this dog was killed 
8 months later, at which time the ani- 
mal showed a weight loss of 37 per 
cent and was almost moribund. The 
jejunum, however, showed no ulcer- 
ation. In this experiment one of the 
larger jejunal grafts was employed. 
While healing and prophylactic ef- 
fects have been attributed to the jeju- 
nal flap in dogs with histamine-in- 
duced ulcers, these effects were not 
evident in the authors’ experiments, 
except in the 1 animal in which a 
relatively large jejunal graft was 
used. Further experiments will be 
carried out employing even larger 
transplants. 9 references. 1 table. 7 
figures. 

[Painstaking investigation until all av- 
enues of research are exhausted will even- 
tually solve the problem of ulcer.—Ep.] 


DIVERTICULA OF THE STOMACH 


W. R. Moses 
Gallinger Municipal Hospital, Washington, D. C. 
Arch. Surg. 52:59-65, Jan. 1946 * 


A case is reported of a gastric di- 
verticulum complicated by hemoperi- 
toneum, diagnosed clinically by a for- 
tuitous series of events. Diverticulo- 
sis of the stomach is a rare lesion, only 
about 150 cases having been reported. 
The most frequent site of occurrence 
is on the posterior wall, near the less- 
er curvature in the cardiac region. 
There is no predilection for either sex. 
The age at onset of symptoms is usu- 
ally between 30 and 50 years. These 
growths have been classified as: (1) 
true (congenital ) diverticula, in which 
all layers of the stomach are intact; 
they are due to malformation or in- 
terrupted development during the fe- 
tal period; (2) false (acquired) di- 
verticula which are of two types: (a) 


pulsion type, e.g., those secondary to 
labor, pyloric obstruction, vomiting, 
coughing, constipation, or foreign 
bodies; thought to be caused by in- 
creased intraluminal pressure, or by 
eroding lesions such as gastric ulcers 
or carcinomas; (b) traction type, e.g., 
those resulting from perigastric adhe- 
sions due to inflammatory lesions of 
the spleen, gallbladder and pancreas. 
The majority are asymptomatic. An 
associated gastroduodenal disease has 
been reported in 30 per cent of these 
cases. Criteria for diagnosis by serial 
gastrointestinal roentgenograms art: 
(1) a mobile sac, unattached to extra- 
gastric tissues; (2) a well-defined, 
smooth and regular shadow, noted 
from various angles; (3) generally, 
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absence of tenderness over the area of 
filling; (4) the presence of a niche- 
like opaque spot surrounded by a de- 
fect in the contrast shadow, the ap- 
pearance of which resembles an ulcer- 
ation without surrounding infiltration 
(well-defined rugae may lead right 
up to the diverticulum); (5) the 
demonstration by careful technic of 
rugae in the mucosal lining of the 
neck; (6) the location of the shadow, 
most commonly at the cardia and the 


lesser curvature toward the posterior 
wall; (7) the retention of barium at 
the site of the shadow on a 6-hour 
plate; (9) occasional ability to empty 
the sac by changing the position of the 
patient. The treatment of choice in 
symptomatic cases is surgical because 
medical therapy could hardly be ex- 
pected to eliminate the anomaly. The 
possibility of carcinomatous degenera- 
tion also makes surgery the method 
of choice. 22 references. 1 table. 


THE SO-CALLED “DUMPING SYNDROME” AFTER SUB- | 
TOTAL GASTRECTOMY: A CLINICAL STUDY 


Monrorp D. Custer, Jr., HucH R. Burr (Lt., M.C.,V[S], U.S.N.R) 
_and Joun M. Waucu 
Mayo Clinic, Rochester, Minn. 
Ann. Surg. 123:410-18, March 1946 


The dumping syndrome is a defi- 
nite clinical and probable physiologic 
entity that occurs after gastroenteros- 
tomy, either with or without gastric 
resection. It follows gastric resection 
in 5 to 12 per cent of cases. The con- 
dition apparently results from rapid 
dumping of food from the stomach 
into the unprepared jejunum. It is 
apt to be permanent since it seems to 
be related directly to the size of the 
anastomotic stoma. The outstanding 
symptoms are (1) nausea and weak- 
ness, (2) a generalized and unpleas- 
ant sense of warmth, (3) a cold dia- 
phoresis of the face, and (4) cardiac 
palpitation. 

The prevention is an operation that 
narrows the gastric stump and pro- 
vides a smaller gastrojejunal opening. 


The Hoffmeister modification of the 
Polya operation and the Shoemaker 
modification of the Billroth I technic 
were performed in 28 and 37 cases, 
respectively, and in no case did the 
dumping syndrome last longer than 
3 weeks. During treatment patients 
are advised to lie down after meals. 
Several small feedings are given. Ad- 
ministration of 10 to 12 drops of di- 
lute hydrochloric acid 30 minutes be- 
fore meals has been of value in some 
cases. Reoperation may be necessary 
in severe cases. Three case reports 
are presented. 10 references. 3 ta- 


bles. 


[ Regardless of stomach size, the limiting 
effect of the smaller intestinal os should be 
remembered. Dumping syndrome occurs 
in patients never operated upon.—Eb. | 





84 QUARTERLY REVIEW OF SURGERY 





RETICULUM CELL SARCOMA OF THE STOMACH 


I. I. Caso (Capt., M.C., A.U.S.), and A. E. Rappaport (Lt. Col., M.C., A.U.S.) 
Gastroenterology 6:40-49, Jan. 1946 


A rare case of reticulum cell sar- 
coma of the stomach is reported. 
Lymphosarcoma is not a distinct cyto- 
logic entity but has at least two main 
forms: the reticulum cell sarcoma and 
the malignant lymphocytoma. Exact 
classification of these is clinically im- 
portant because the lymphocytic type 
responds more readily to irradiation 
than the reticulum cell sarcoma. 

Upon admission to the hospital, 
this patient had progressive constipa- 
tion and anorexia, localized pain in 
the left hypochondrium without re- 
lationship to meals, a dislike for meat 
and potatoes, early satiety, lack of am- 
bition and constant fatigue, and a loss 
of 18 pounds in weight in 6 months. 
The pertinent physical finding was a 
mass the size of an orange in the left 
upper quadrant which seemed to 
move very little with respiration. 
There was no lymphadenopathy. Red 
and white cell blood counts and hem- 
oglobin were well within normal lim- 
its. Sedimentation rate was constant- 
ly elevated to 46, 49, 54 and 62 mm. 

Gastric analysis showed a normal 
range of acidity in eight specimens. 
Examinations for Oppler-Boas bacilli 
and lactic acid were negative. Histo- 
logic examination of the gastric sedi- 
ment was essentially negative. Stool 
examinations for occult blood on a 
meat-free diet were consistently posi- 
tive. Gastrointestinal roentgenograms 
showed an extensive prepyloric lesion 
which appeared polypoid in nature, 
with small and large filling defects in 
the distal third of the stomach and 
marked enlargement and distortion of 
the gastric rugal pattern over the 
proximal area. Gastroscopic examina- 


tion showed hypertrophied, irregular 
gastric folds with flat polypoid nod- 
ules on the anterior wall, extending 
around the greater curvature of the 
antrum. 

A subtotal gastric resection was 
done with removal of about 75 per 
cent of the stomach and an adjacent 
mass in the liver. Microscopic ex- 
amination showed the reticulum cell 
to be the predominating cell involved 
in the neoplasm. It is sometimes dif- 
ficult to make a sharp differentiation 
between malignant lymphocytoma 
and reticulum cell sarcoma, since ele- 
ments of both types are involved. In 
this case, the prevalence of reticulum 
cells permitted a definite classification 
to be made. Irradiation should fol- 
low resection. 

It is believed that the term “lym- 
phosarcoma” should be discarded in 
favor of classification depending on 
cytologic evidence. 7 references. 6 
figures. 

[The type of malignancy can rarely be 
determined at operation but in all cases ex- 
act microscopic pathology should be made 
available at the earliest moment, in order 
that therapy may be instituted.—Ep. ] 


REFERENCES TO CURRENT ARTICLES 
Hyperuricemia in Gastric Cancer. Bernard 
J. Ficcara, Kings County Hospital, and 
Brooklyn Cancer Institute, Brooklyn, 
N. Y. Surgery 19:223-28, Feb. 1946. 
The significance of hyperuricemia in ex- 
act evaluation of nutritional state of pa- 
tients with gastric cancer and the im- 
portance of serum uric acid study in con- 
nection with serum protein determina- 
tions are stressed. A physiochemical an- 
alysis is presented of 20 patients with 
gastric carcinoma. It has been believed 
that protein study alone was sufficient 
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Carcinoma of the Stomach. 





in evaluating the nutritional state of the 
body. This analysis illustrates the rela- 
tionship between hypoproteinemia and 
hyperuricemia and the fact that a more 
complete evaluation of the nutritional 
state of the surgical patient can be ob- 
tained by studying the blood serum uric 
acid in connection with serum protein 
determination. It is thus possible to 
identify and correct the exact source of 
protein depletion. 3 references. 3 tables. 


1 figure. 


Edwin A. 
Lawrence and John H. Kay, Yale Uni- 
versity School of Medicine, New Haven, 
Conn. Surgery 19:504-14, April 1946. 
Survey of a series of 208 patients with 
carcinoma of the stomach and the effec- 
tiveness of propaganda methods for edu- 


cation of the public in cancer are dis- 


cussed. Importance of early diagnosis 
and treatment is emphasized. Chief 
causes of low survival rate of radical 
gastrectomy are failure to make early 
diagnosis, high percentage of tumors in- 
operable when seen by the surgeon, and 
high operative mortality rate in the 
country at large. Responsibility of in- 
ternist and radiologist for early refer- 
ence to a surgeon is emphasized. It is 
estimated that the patient has one chance 
in three of a 5-year survival if he survives 
gastrectomy. 4 references. 4 tables. 8 
charts. 


Multiple Carcinomas of the Stomach. Ju- 


lian A. Rickles, Charity Hospital of 
Louisiana. Surgery 19:229-36, Feb. 
1946. Multiple benign lesions of the 
stomach are not uncommon but multi- 
ple malignancies of the stomach are rare. 
A case is reported with five primary 
carcinomas of the stomach. A trans- 
thoracic radical total gastrectomy was 
successfully performed but the patient 
suddenly died 3 months later after rapid 
distention, possibly the result of metas- 
tases. 15 references. 8 figures. 


Technical Details in the Management of 


the Duodenum in Gastric Resection. 
Raymond W. McNealy, Wesley Me- 
morial Hospital, Chicago, Ill. S. Clin. 


North America 26:200-209, Feb. 1946. 
The author describes a method of duo- 
denal closure which he has found par- 
ticularly helpful, both in lessening the 
number of hemorrhages and in protect- 
ing the weak stump against the back 
pressure which under ordinary circum- 
stances might cause it to blow out. 
Hemorrhage is prevented by crowding 
the anterior wall of the duodenum down 
to act as a plug to the ulcer bed on the 
posterior wall. Pressure on the duode- 
nal stump is alleviated by the transverse 
plication and narrowing of the duodenal 
lumen just proximal to the stump. 


Management of Obscure Gastrointestinal 


Hemorrhage. Thomas E. Jones. Ohio 
State M. J. 42:351-65, April 1946. In 
the diagnosis of obscure hemorrhage an 
exploratory operation through an upper 
right rectus incision is not sufficient. The 
gastrointestinal tract must be inspected 
and palpated every inch of the way. 
The following technic is used by the 
author: A low midline incision is made 
from the umbilicus to the symphysis. 
The ileocecal valve is located, and the 
entire small intestine is visualized and 
palpated. With this technic the cause 
of the condition was diagnosed in the 4 
patients. If inspection of the entire small 
intestine is negative, the colon is sub- 
ject to the same minute examination, 
and if this also proves negative the 
stomach and duodenum are explored 
through an upper midline incision. The 
examination is made in this order be- 
cause roentgenography is effective only 
in the diagnosis of lesions of the stomach 
and colon, but it has no value in lesions 
of the small intestine unless obstruction 
exists. 4 figures. 


Congenital Hypertrophic Pyloric Stenosis: 


Review of Thirty Cases. Andrew N. 
Conte (Capt., M.C., A.U.S.) and Jo- 
seph T. McNally, Children’s Hospital, 
Washington, D. C. Arch. Pediat. 63: 
1-7, Jan. 1946. Thirty cases of con- 
genital hypertrophic pyloric stenosis are 
reviewed. The Rammstedt-Fredet py- 
loroplasty operation was performed on 
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29, with an operative mortality of 3.8 
per cent. A poor nutritional state con- 
traindicated operation in 1 infant, who 
died 6 days after admission. Pre- and 
postoperative treatment are discussed. 


Postoperative vomiting occurred fre- 
quently. ‘The authors suggest that a 


longer interval of time between opera- 
tion and the first feeding would lower 
the incidence of vomiting. 20 refer- 
ences. 


Study of Gastric Lesions by Means of Bi- 


opsy Specimens Removed Endoscopical- 
ly. Bruce Kenamore (Major, M.C., 
A.U.S.), Harold Scheff and Nathan A. 
Womack, Washington University 
School of Medicine, St. Louis, Mo. 
Arch. Surg. 52:50-58, Jan. 1946. In 
order to overcome two defects of gas- 
troscopy (areas that cannot be visual- 
ized and diagnosis made by topographic 
visualization only), a biopsy forceps, for 
use with the flexible gastroscope, has 
been developed. The present report is 
a preliminary appraisal of the study of 
stomach mucosa, removed by biopsy in 
35 cases. Minor bleeding always oc- 
curred at the site of biopsy removal. 
Absence of bleeding was thought to be 
indicative that the biopsy specimen was 
of insufficient depth to be of diagnostic 
value. A biopsy could not be obtained in 
all cases. The gastroscopic biopsy re- 
gions inaccessible to the forceps are the 
juxtapyloric portion of the antrum and 
the blind spots on the posterior wall and 
the greater curvature, since the forceps 
is operated under visual control. It has 
been found more practical to do pre- 
liminary routine gastroscopic study of the 
patient to confirm the clinical or roent- 
genologic diagnosis before undertaking 
gastroscopic biopsy; by doing two exami- 
nations, the doctor is better oriented and 
the patient more cooperative. 1 refer- 
ence. 5 figures. 

Partial Transposition of the Upper Ab- 
dominal Viscera. A. P. Guttman and I. 
Maclaren Thompson, Winnipeg, Can- 
ada. Canad. M. A. J. 54:486-87, May 
1946. The stomach of a 27-year-old 


man was found to be transposed to the 
right side of the abdomen, and the duo- 
denum transposed to the left. A barium 
enema showed the descending colon 
nearer the median plane than normal. 
The authors suggest that transposition 
may be attributable to the reversal of 
the first stage of rotation of the midgut 
loop, the prearterial limb swinging to the 
left instead of to the right, thereby caus- 
ing the duodenal ‘loop to rotate to the 
left instead of to the right and presum- 
ably carrying the pancreas with it. The 
duodenal loop may have dragged the py- 
lorus to the left (instead of to the right), 
leading to reversed rotation of the stom- 
ach. 4 references. 3 figures. 


Total Gastrectomy for Complete Carcino- 


> 


matous Involvement of the Stomach. 
Meredith G. Beaver (Col., M.C., A. 
U.S.), Sam Gendel (Major, M.C., A. 
U.S.) and E. M. Papper (Major, M.C., 
A.US.). Am. J. Surg. 71:813-21, 
June 1946. The incision advocated by 
the authors is transverse, transecting 
both recti muscles and augmented by a 
left paramedian extension. Splenec- 
tomy, if necessary for better exposure, 
does not add to the operative risk nor 
does it complicate the postoperative 
course. Intratracheal anesthesia employ- 
ing an inflatable cuff is the anesthetic 
procedure of choice. 

Safety Factor in Gastric Resection. L. 
A. Alesen, Los Angeles, Calif. Surgery 
19:220-22, Feb. 1946. One of the 
most dangerous and frequent hazards of 
gastric resection is disruption of the du- 
odenal stump. The most common cause 
is increased pressure within the duode- 
nal lumen as result of partial or com- 
plete obstruction at the site of anasto- 
mosis. It may be caused by kinks, an- 
gulations or hypoproteinemia. Bile, pan- 
creatic and duodenal secretions totaling 
about 1,500 cc. in 24 hours, unable to 
pass into the jejunum, will produce leak- 
age in the most carefully sutured stump. 
The Alesen tube is introduced into the 
anastomosis as a safety factor for pre- 
vention of obstruction. It permits dis- 
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charge of liquids from the stomach into tion. Symptoms were quantitative dys- 
the distal jejunum very early postopera- pepsia, with episodes of nausea and 

| tively and disintegrates within 96 hours. emesis. Physical observations, in addi- 
5 references. 3 figures. tion to malnutrition and niacin defi- 
Duodenal Bezoar Resulting from Pica and ciency, were those of asthenic habitus 
Obstruction of Mesentery Artery. Gor- and leathery tan skin pigmentation. In 
f don McHardy and Donovan C. a first operation, the bezoar was extract- 
, Browne, New Orleans, La., J.A.M.A. ed from a tremendously distended duo- 
130:856-57, March 30, 1946. A case denum. A year later a duodenojejunos- 
t is reported of a duodenal accumulation, tomy was necessary and was done with 
, classifiable as a bezoar, occurring in a curative results, permitting normal gas- 
: pathologic individual who proved to have trointestinal transfer of the continued 
. an anomalous mesenteric artery posi- bizarre matter ingested. 4 figures. 
° 
' | 30. Small Intestines 
j MANAGEMENT OF ENTERIC FISTULAE 
. LawrENCE C. PENCE 
* Spokane, Wash. 
¥ Northwest Med. 45:244-46, April 1946 
F Surgical closure of enteric fistula dissected from all layers of the ab- 
y was done in 41 or 42 cases, with no dominal wall and peritoneum, and 
g mortality, wound infection, or other the opening in the bowel entirely 
7 complication, during a 7-month peri- freed from scar tissue, thus facilitating 
. od at an Army general hospital. Be- inversion and closure of the stoma. 
e, : . * 
te fore repair of such a fistula, the gen- In 23 of the 36 colostomies, a simple 
‘s eral health should be reconstituted inverting suture in two layers, trans- 
1. and coexisting surgical lesions re- verse to the long axis of the axis of 
ic moved; preoperative preparation with the intestinal tract, was used for clos- 
sulfasuxidine and deflation of the ing the stoma. Meticulous technic 
L. bowel are important. Use of spur and use of fine suture material are im- 
ry crushing clamps is considered unnec- portant factors in obtaining successful 
he essary, hazardous, and delays closure closure. Postoperative use of peni- 
of of stoma. The incision is made di- cillin and immediate mobilization of 
" rectly about the fistula or stoma; the the patient minimize complications. 
md limbs of the colostomy are completely 
n- 
0- ILEITIS TERMINALIS WITH AN ATYPICAL COURSE 
i (Lleitis Terminalis mit atypischem Verlauf) 
a 
ng S. SCHEIDEGGER and A. BERGER 
to Pathological Institute, Basel, Switzerland 
les Schweiz. med. Wchnschr. 76:92-95, Feb. 2, 1946 
Ip. 
he A 61-year-old driver, who had the lower abdomen, radiating to the 
re never suffered from any gastrointes- scrotum. The pain continued, and 
is- tinal discomfort, had a sharp pain in he began to vomit. On admission to 
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the hospital the following day, an in- 
testinal perforation caused by a tu- 
mor was diagnosed. 

Examination disclosed a_ rapid, 
thready pulse, a typical facies abdom- 
inalis and a distended abdomen. Pal- 
pation of the abdomen caused sharp 
pain. Percussion gave no indication 
of the presence of free fluid in the 
peritoneum. The urinary tract and 
the prostate were normal. The clini- 
cal diagnosis was perforation peritoni- 
tis. The abdomen was opened and 
large amounts of malodorous fluid, 
fluid stools, undigested apple skin, 
and other material were found in the 
peritoneal cavity. The appendix was 
short and unaffected. Thirty cm. 
above the Bauhin valve a rupture in 
the wall of the ileus was seen. The 
tear involved more than one-half of 
the circumference of the wall. There 
was a diffuse ileus of the small intes- 
tines; the mesentery was unchanged. 
The rupture was sutured. The patient 
died 5 days after operation. On au- 
topsy numerous small ulcers and 
brownish-green pigmented areas were 


31. Appendix 


seen in the wall of the small intes- 
tines. 

The medical literature of Cohn’s 
“Tleus terminalis” is reviewed. 10 
references. 4 figures. 


REFERENCES TO CURRENT ARTICLES 


Radiation Injuries of the Intestines. 
Charles W. Hock and Walter L. Pal- 
mer. Proc. Inst. Med. Chicago 16:74, 
Feb. 15, 1946. Gastrointestinal com- 
plications of high voltage irradiation 
were seen soon after its introduction in 
the treatment of pelvic cancer. Early 
symptom of injury is diarrhea; late 
symptoms are ulceration, pain, and par- 
tial or complete obstruction. Important 
aids in diagnosis are sigmoidoscopic and 
roentgen-ray examinations. Complica- 
tions calling for more radical treatment 
are stenosis, hemorrhage, persistent and 
severe pain; they may require tempo- 
rary or permanent colostomy, with or 
without resection of the bowel. Success 
in the treatment of intestinal irradiation 
injuries depends upon a knowledge of 
the possibility of their occurrence, early 
diagnosis, suitable palliative treatment, 
and, when indicated, timely operative 
interference. 


A JUNGLE APPENDICECTOMY 


N. M. Karer (Flight Lt., R.A.A.F.) 
M. J. Australia 1:443, March 30, 1946 


An emergency appendectomy was 
performed in a native hut in Minda- 
nao with no instruments but one pair 
of scissors, one scalpel, one pair of 
forceps, one curved needle, and two 
retractors made from bent spoons. 
Fibre from the abaca was used for su- 
ture material. No anesthesia was 
used. The suture material could not 
be boiled but the instruments were 
boiled in a native pot and the sur- 


geon’s hands were washed. A routine 
appendectomy with invagination of 
the stump was performed. The ap- 
pendix was adherent to the perito- 
neum and had a perforation at its dis- 
tal end. The perforation was sealed 
off and no abscess or free pus was 
found. The operation lasted 4% 
hours. The wound healed well except 
for one slightly infected stitch hole 
which cleared up. A scar, gridiron in 
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shape, and 134 inches long resulted. 
The patient was up on the fifth day 
and recovered well with no residual 
complications. 

[To demonstrate that special surgical 
equipment is not required for the safe per- 
formance of many operations, successive 
classes of medical students in Philadelphia 
have been shown an appendectomy per- 
formed with 5 nonsurgical instruments 
purchasable at a five and ten cent store for 
thirty cents. In cutting, a broken or in- 
tact razor blade was used (at times a 
small scissors or penknife was substituted ) ; 
for retraction two teaspoons with bent 


32. Colon and Rectum 


handles; for cauterization the heated han- 
dle of one of the spoons; to hold vessels 
during ligation, to crush the base of the 
appendix and to serve as a needle-holder 
(not absolutely required) a pair of small 
pliers with pointed jaws served, while a 
spool of silk thread and a few ordinary 
straight sewing needles sufficed for ligation 
and suturing. As a sterilizer, a 5-cent 
Army “bacon can” was used. It is not al- 
ways realized that carpenters’ small saws, 
chisels, gouges, drills, and the like enable 
very satisfactory operations on bones, while 
a large kitchen spoon has served for a 
trowel in vaginal hysterectomy.—Ep. | 


A SURVEY ON CAUSES AND TREATMENT OF MEGACOLON 


Auice HIcKEY 
Bull. Creighton Univ. School Med. 3:62-64, Feb. 1946 


Two opposing schools of thought 
exist concerning the cause of mega- 
colon. The mechanical theory is that 
there is an extreme mobilization of 
the sigmoid with an unusual length 
of mesosigmoid attendant upon the 
length of the tube itself. Actual 
blocking of the fecal current from 
atresia of the anal canal, rectum, sig- 
moid, is a common type of mechani- 
cal obstruction. Torsion of the sig- 
moid, which usually follows, acts as 
a valve at the rectosigmoidal junc- 
tion. Congenital megacolon may be 
due also to a lack of complete fusion 
of the mesenteron and the procto- 
deum, resulting in a tight fibrous ob- 
struction just a little above the sphinc- 
ter ani. 

The neurogenic theory, on the oth- 
er hand, is that no obstruction exists. 
Many physiologists and _ surgeons 
agree that a congenital imbalance ex- 
ists between the colonic parasympa- 
thetic and the sympathetic innerva- 


tions. Parasympathetic impulses cause 
the bowel musculature to contract in 
an effort at emptying and relaxation 
of the sphincter; with a neurogenic 
imbalance, present before birth and 
continuing after birth in the sphincter, 
the colon undergoes hypertrophy. 

Without treatment, the mortality 
rate among patients with megacolon 
is about 85 per cent. Medical treat- 
ment may make surgical ‘treatment 
unnecessary. Sodium sulfate, given 
night and morning, is preferable to 
magnesium sulfate; the use of mineral 
oil is discouraged. Parathormone ther- 
apy has been found effective. Dia- 
thermy, pituitrin, eserine and dilation 
of the anal sphincter are recom- 
mended. Effective results have been 
obtained from use of syntrophan, 
acetyl -beta-methylcholine chloride 
and acetyl-beta-methylcholine bro- 
mide. 

Colon surgery is advised for obsti- 
nate and progressive forms of the dis- 
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ease. A mortality of 58 per cent fol- 
lows medical treatment. Surgical re- 
moval of the colon between 1920 and 
1941 at the Mayo Clinic was followed 
by a mortality rate of 17.4 per cent. 
Subtotal colectomy is indicated in 


cases of segmental megacolon in which 
sympathectomy and medical regime 
have failed and where mechanical ob- 
struction is present. Surgery is not 
justified in infants unless complica- 
tions are present. 


ABDOMINOPERINEAL PROCTOSIGMOIDECTOMY FOR 
CANCER OF RECTUM 


Harry E. Bacon 
Temple University Medical School and Hospital, Philadelphia, Pa. 
Philadelphia, Pa. 
Am. J. Surg. 71:728-42, June 1946 


In a group of 461 cases of cancer of 
the anus, rectum and pelvic colon dur- 
ing a 5-year period, the operability 
rate was 91.9 per cent and the resect- 
ability rate 80.4 per cent. The 
sphincter musculature may be pre- 
served in over 80 per cent of cancer in 
these parts. Of the 371 resections, 
262 (70.6 per cent) were performed 
without an abdominal colostomy, and 
of this number the technic of “proc- 
tosigmoidectomy” was employed in 
236 (63 per cent). This procedure 
permits radical removal of the cancer- 
ous bowel and gland-bearing areas 
and in spite of a high rate of resect- 
ability has a low mortality rate (6.3 
per cent in 236 cases). It allows early 
discharge of the patient from the hos- 
pital, reduces the period of wound 
healing, and affords early return to 
work. 

During the preoperative period, ni- 
trogen equilibrium is established and 
maintained by a low residue diet in 
four feedings: carbohydrate 400 Gm., 
protein 120 Gm., fat 50 Gm., and 
amino acids (casein hydrolysate rein- 
forced with tryptophan) 300 to 400 
cc. orally each day. One or more 
blood transfusions are administered 


in quantities sufficient to raise the 
erythrocyte count to four and one- 
half million. To assist in avoiding 
hemolytic transfusion reactions and 
their sequelae, sodium bicarbonate 
sufficient to maintain a urinary hydro- 
gen ion concentration above 7.0 is 
given. Routinely, by mouth, thiamin 
chloride 50 mg., nicotinamide 100 
mg., ascorbic acid 100 mg., and pyri- 
doxine 5 mg. are prescribed daily. On 
the third preoperative day 1,000 mg. 
of sodium ascorbate is prescribed and 
for each day thereafter until opera- 
tion. On the fifth preoperative day 
nonabsorbable sulfonamide therapy is 
given orally and continued to the 
morning of operation. Succinylsulfa- 
thiazole is given in an initial dose of 
0.5 Gm. per kilogram body weight, 
followed by a dosage of 0.25 Gm. per 
kilogram every 4 hours. More re- 
cently, phthalylsulfathiazole, a sul- 
fonamide having a similar mode of 
action, has been used. The initial 
dose is calculated on the basis of 0.1 
Gm. per kilogram weight; the main- 
tenance dose is estimated upon the 
same basis. Castor oil, 40 cc., is given 
on the evening of the second preoper- 
ative day. The following day the pa- 
tient receives glucose in water every 
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hour and amino acids to total 2,000 
calories. 
The author’s choice of anesthesia is 


fractional or continuous spinal, using 
0.3 per cent pontocaine in 7 per cent 
dextrose solution. 


THE SIGNIFICANCE OF BLEEDING FROM THE RECTUM 


James K. ANDERSON 
Minnesota Med. 29:274-77, March 1946 


Bleeding from the rectum, the most 
common complaint of the proctolo- 
gist’s patients, may issue from any 
ulcerative, proliferative or inflamma- 
tory lesion of the bowel mucosa, and 
requires a careful history and roent- 
gen and ocular examination for diag- 
nosis. ‘The most common disorders 
to cause the bleeding are carcinoma, 
polyps, ulcers, internal hemorrhoids, 
prolapse and anal fissures. Too often 
the physician accepts hemorrhoids as 


the cause of bleeding when in reality — 


the bleeding was from a malignant 
growth of the rectum or rectosigmoid 
that further investigation would have 
disclosed. Patients are often encoun- 
tered who have been subjected to 
hemorrhoidectomy a few weeks or 
months before; these patients had 
other lesions as well as hemorrhoids. 


In children, proctitis, colitis and 
intussusception are causes of bleeding. 
Blood and mucus passed by a child 
less than 1 year of age are almost al- 
ways diagnostic of intussusception. 
Foreign bodies and Meckel’s divertic- 
ulum must also be considered. 


If proctoscopic examination (with 
an anoscope followed by an electrical- 
ly lighted proctoscope to at least 20 
to 35 cm.) and a barium enema re- 
veal no cause for the bleeding, then 
gastrointestinal studies are necessary. 
Surgery is generally indicated; in 
some medical treatment, rest and diet 
will suffice. 6 references. 


REFERENCES TO CURRENT ARTICLES 


Observations on Urinary Dysfunction Af- 
ter Excision of the Rectum. Victor F. 
Marshall, Rooert S. Pollack and Gharles 
Miller, Memorial Hospital, New York 
City, N. Y. J. Urol. 55:409-16, April 
1946. Urinary bladder dysfunction is 
more common after perineal excision of 
the rectum than after other large bowel 
operations. Surgical removal of obstruct- 
ing tissue at the bladder neck will recti- 
fy most but not all of these complica- 
tions. Patients who continue to have 
dysfunction after obstructing tissue has 
been removed have poor elevation and 
fixation of the bladder and urethra. 
These should be operated upon to sup- 
port and fix the bladder, especially to 
fix the bladder neck. The suprapubic 
approach facilitates elevation and fixa- 
tion. 3 references. 1 table. 3 figures. 

Multiple Argentaffin Tumors (Carcinoids 
of the Rectum). R. H. Rigdon and D. 
E. Fletcher, University of Arkansas, 
Little Rock, Ark. Am. J. Surg. 71: 
822-24, June 1946. A case of multi- 
ple argentaffin tumors (carcinoids) oc- 
curring in the rectum is reported from 
an autopsy case. Apparently this is the 
fourteenth case of a rectal argentaffin 
tumor to be reported, and the first case 
in which the nodules were multiple. 

Primary Resections of the Colon with Spe- 
cial Reference to Surgical Diagnosis and 
Management. Karl A. Meyer and 
Donald D. Kozoll, Cook County Hos- 
pital, Chicago, Ill. §. Clin. North 
America 26:176-99, Feb. 1946. Pri- 
mary resection and end-to-end anasto- 
mosis is favored in stenosing, ulcerating 
and infiltrating lesions of the left half 
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of the colon. Obstructing lesions of 
the colon are usually progressive, since 
most of them are carcinomatous in ori- 
gin. Decompression is obtained by colos- 
tomy, which should be performed as 
quickly as possible. Transverse colos- 
tomy is preferred. Resection should not 
be done if there is acute obstruction but 
can be performed successfully, with an- 
astomosis, 2 or 3 weeks after prelimi- 
nary colostomy. Whole blood transfu- 
sions in. conjunction with amino acids 
will improve protein deficiencies. Pre- 
operative and postoperative management 
are important and are described. The 
operative technic described resulted in a 
mortality rate of 4 per cent and a mini- 
mum morbidity rate. Spinal anesthesia, 
preferably nupercaine, was used. 
“Open” resection was done, with use of 
succinylsulfathiazole preoperatively, sul- 
fonamides locally and sulfadiazine in- 
travenously. 12 references. 4 tables. 


Diverticulitis of the Colon. Henry Cave, 


Su 


Roosevelt Hospital, New York, N. Y. S. 
Clin. North America 26:390-96, April 
1946. An analysis of 39 cases of diver- 
ticulitis in which operation was done over 
a period of 1114 years show that there 
were 6 deaths, a mortality rate of 15.3 
per cent. Most patients treated con- 
servatively by medical management re- 
covered. The patients requiring emer- 
gency surgery are those suffering from 
acute perforation or obstruction. Those 
having fistulous openings into the ab- 
dominal wall, the urinary bladder or a 
loop or loops of the bowel can be cured 
by surgical means. Cecostomy is safer 
than colostomy in the cases of acute ob- 
struction. 

rgical Aspects of Amebic Dysentery. 
Gustaf E. Lindskog (Lt. Comdr., M. 
C., U.S.N.R.) and Waltman Walters 
(Capt., M.C., U.S.N.R.). J. A. M. A. 
131:92-95, May 11, 1946. Three 
cases of amebic hepatic abscess and | 
case of obstructing .amebic granuloma 
of the ileocecal region are reported by 
the authors. The use of amebacides, 
especially emetine, was of great value as 


a preliminary to aspiration of the abscess 
in 1 case and in the conservative treat- 
ment in 2 cases. In 1 of these cases 
perforation of the abscess through the 
diaphragm to the pleuropulmonary re- 
gion occurred and in the other a right 
hepatic abscess recurred after open 
drainage. 


Perforating Wounds of the Rectum. Ed- 


mund J. Croce (Major, M.C., A.U. 
S.), Halloran General Hospital, Staten 
Island, New York, N. Y. S. Clin. North 
America 26:397-401, April 1946. The 
clinical courses of two battle casualties 
with perforating wounds of the rectum 
are presented. Both cases were given 
excellent early supportive treatment. 
The first received in addition, however, 
early and adequate prophylactic surgery 
consisting of proximal colostomy and 
coccygectomy to allow suture of the rec- 
tal perforation and saucerization of the 
infraperitoneal space. The second re- 
ceived inadequate treatment and _ suc- 
cumbed to infection and hemorrhage 
4% months after the injury. 


The Initial Surgical Treatment of Pene- 


trating Wounds of the Rectum. Harold 
Laufman (Major, M.C., A.U.S.). 
Surg., Gynec. & Obst. 82:219-28, Feb. 
1946. In 35 consecutive war wounds 
of the rectum, operation was done, in- 
cluding decompression of the perirectal 
space by incision of the rectal portion of 
the pelvic fascia (“fascia propria”), and 
colostomy. Chemotherapy was also em- 
ployed in these cases. Postoperative com- 
plications occurred in 5 cases; 2 of these 
patients recovered; of the 3 who died, 
the fatal complication resulted from the 
rectal wound in only 1 case. All the 
surviving patients were in good condi- 
tion on discharge from the hospital. In 
21 patients followed up for an average 
of 67 days, there were no late compli- 
cations; 13 had the colostomies closed in 
the overseas theater; the others were re- 
turned to the United States because of 
concomitant injuries or “for reasons of 
general expediency.” 4 references. 5 
figures. 
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33. Intestinal Obstruction 
INTESTINAL OBSTRUCTION 


Tuomas H. RussELi 
New York Post-Graduate Medical School, Columbia University, New York, N. Y. 
S. Clin. North America 26:382-89, April 1946 


Colonic irrigation, skillfully given 
and interpreted, is advocated as of in- 
estimable value in the early diagnosis 
of obstruction. The early returns ob- 
tained from an irrigation are of little 
diagnostic value, as the feces obtained 


. are those which are left in the bowel 


distal to the point of obstruction. 
Once the return becomes clear and gas 
is no longer expelled, if the irrigation 
is continued and the patient obtains 
no relief from cramps and distention, 
the diagnosis of obstruction is strong- 
ly suggested. A valuable sign in the 
differential diagnosis of mechanical 
and paralytic obstruction is presented 
in simple rectal, digital examination. 
A paralytic gut presents a dilated 
ampulla. The mechanically obstruct- 


ed gut is collapsed about the palpating 
finger. 


One-stage operation for obstruction 
should not be undertaken in the pres- 
ence of distended or dilated intestine. 
Enterostomy is a safe and effective 
procedure for the treatment of small 
intestinal obstruction when done 
early. In the author’s experience spi- 
nal anesthesia has been the most satis- 
factory and safest anesthetic for op- 
erations in intestinal obstruction of 
either the large or the small intestine. 


[ With evidence of acute mechanical or 
strangulating obstruction, operative expo- 
sure of the point of obstruction should not 
be delayed over 30 minutes. Proximal en- 
terostomy, intubation and the like have led 
to many deaths.—Ep. ] 


MECHANICAL INTESTINAL OBSTRUCTION FOLLOWING 
WAR WOUNDS OF THE ABDOMEN 


Crype O. Barney (Col., M.C., A.U.S), Louis C. Roretric (Major, M.C., 
A.U.S) and Geratp F. Jones (Major, M.C., A.U.S.) 
Rhoads General Hospital, Utica, N. Y. 
M. Clin. North America 30:337-47, March 1946 


The incidence of intestinal obstruc- 
tion following 221 cases of abdominal 
wounds was 12.6 per cent; small 
bowel obstruction occurred 3.5 times 
as frequently as large bowel obstruc- 
tion. Colonic obstruction is usually 
due to an inadequate lumen, often re- 
sulting from a Mikulicz type of colos- 
tomy closure or inflammatory bands. 
The changes which occur following 
intestinal obstruction are shock syn- 
drome and changes related to the via- 


bility of the bowel; intestinal disten- 
tion leads to distention necrosis, which 
in turn leads to perforation and peri- 
tonitis. 

The most common symptoms and 
signs in small bowel obstruction are 
increasingly severe, intermittent, 
crampy, abdominal pains, accom- 
panied by nausea and usually by vom- 
iting, the presence of one or more ab- 
dominal scars, and a history of a war 
wound of the abdomen or a thoraco- 
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abdominal wound. Symptoms of large 
bowel obstruction develop more slow- 
ly and are less severe. 


Immediately after diagnosis of 
small bowel mechanical obstruction, 
Wangensteen duodenal drainage 1s 
instituted, the fluid and electrolyte 
balance are estimated and corrected, 
and a celiotomy is done. The routine 
use of the Miller-Abbott tube is not 
recommended because of the high 
incidence of strangulation in these 
cases and the frequent delay in its in- 
sertion. In complete obstruction of 
the colon, it is usually possible to do 
a primary resection and end-to-end 
anastomosis by an aseptic technic, 
using a Furniss clamp. All patients in 
this series were successfully operated 
on without postoperative peritoneal 
infections. 14 references. 2 tables. 


[In acute obstruction following previ- 
ous abdominal trauma, delay in operation 
is particularly dangerous.—Eb. | 


REFERENCES TO CURRENT ARTICLES 


Mesenteric Venous Thrombosis; Recovery 
after Resection with Heparin. Frank 
d’Abreu and J. G. Humble, London, 
England. Lancet 1:534-36, April 13, 
1946. In the case reported, there was 
a history of previous thrombophlebitis of 
the legs with pulmonary infarction, af- 
ter an injury. The chief symptom on 
admission to the hospital was abdominal 
pain; later symptoms of acute obstruc- 
tion of the small intestine developed and 
operation was performed. “The upper 
ileum was found to be gangrenous due 
to mesenteric venous thrombosis. Re- 
section of approximately 3 feet of ileum 
with a wedge of mesentery was done; 
after an end-to-end anastomosis a side- 
to-side anastomosis of portions of the 
intestine a foot above and a foot below 
the junction was also done, as a “‘safety- 
valve.” Heparin was given intrave- 


nously and penicillin intramuscularly to 
combat any infection that might be 
causing the thrombophlebitis. A new 
method of determining the coagulabil- 
ity of the patient’s blood with the use of 
heparin solutions of decreasing strength 
was employed in this case. 7 references. 
1 table. 4 figures. 


Paralytic Ileus in Severe Hypothyroidism. 
P. A. Bastenie, Brussels, Belgium. Lan- 
cet 1:413-16, March 23, 1946. In 29 
cases of myxedema, 19 patients have 
shown definite intestinal symptoms, 
which varied in severity from persistent 
constipation to megacolon and from ab- 
dominal distention to intestinal obstruc- 
tion. Of 10 patients with the more se- 
vere type of myxedema with basal met- 
abolic rates of minus 30 to minus 50, 7 
showed intestinal symptoms, 3 of these 
developing partial obstruction. These 7 
cases are reported in detail; in 4 the 
intestinal symptoms developed before 
other signs of myxedema. Early cor- 
rect diagnosis is important since explora- 
tory laparotomy is dangerous in these 
debilitated patients. In 1 patient ad- 
ministration of thyroxine (finally given 
intravenously) relieved the intestinal 
symptoms due to paralytic ileus super- 
imposed on dolichocolon; in another pa- 
tient thyroid treatment relieved symp- 
toms for 2 years; but in 4 patients the 
treatment was begun too late to relieve 
either the myxedema or the intestinal 
symptoms. 9 references. 3 figures. 

Intestinal Obstruction Due to Persistence 
of the Omphalomesenteric Artery. A. 
V. Postoloff, Charleston, §. C. Ann. 
Surg. 183:315-20, Feb. 1946. A man 
38 years old was admitted to the hos- 
pital with acute small bowel obstruction. 
Four days before admission he had an 
attack of acute abdominal pain which 
became progressively more severe; vom- 
iting became “fecal.” Similar attacks of 
abdominal pain had occurred at intervals 
for 2 years. ‘The patient died 12 hours 
after admission without operation. Au- 
topsy showed the obstruction to be due 
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to a persistent omphalomesenteric artery 
with looping of the bowel about the ves- 
sel. Evidently on previous occasions a 


34. Anus 


spontaneous unwinding of the involved 
loops had occurred. 17 references. 2 
figures. 


SACRAL DERMOID CYSTS. ESPECIALLY WITH A VIEW TO 
THEIR TREATMENT 


H. Frosrap 
Alesund Municipal Hospital 
Acta chir. Scandinav. 93:23-32, Jan. 1946 


All sacral dermoid cysts can be 
classified in two groups: those which 
lie behind the os sacrum and those 
which lie in front of this bone. The 
author discusses only the dorsal cysts, 
which occur most frequently. Their 
existence supports the theory of the 
development of tumors from wrong- 
ly stored elements of tissue during the 
embryonal life. The origin of the 
dermoid cysts is usually explained by 
imperfect evolution or involution of 
the caudal extremity in the earliest 
phases of the embryonal life. 

The anatomy of dermoid cysts is 
described. When the buttocks are 
separated, many pin-sized orifices can 
be seen. Some of them end blindly, 
some communicate with the cyst. 
Usually, if the cyst is not infected, 
the patient is unaware of its existence. 
The infection comes from fecal con- 
tamination. The fistulas close fre- 
quently because of epithelial plugs 
and the cyst thus becomes an abscess. 
This abscess opens after some time 
and the pus is discharged. The cyst 
then passes into a latent stage. 

In differential diagnosis tubercu- 
lous and common anal fistulas must 
be considered. They are closer to the 


anus and frequently perforate to the 
rectum; this never happens in der- 
moid sacral cysts. 

The author extirpates the cyst and 
the tubes of the fistulas in sound tissue 
and closes the wound without drain- 
age. After the operation, rapid heal- 
ing is necessary to prevent infection 
of the wound from the infected mate- 
rial in the anal region. 

During the operation the patient 
lies in a ventral position, with a 45 
degree flexion of the hip joints. The 
disinfection of the area and the plac- 
ing of a large tampon in the rima are 
important parts of the operative pro- 
cedure. The patient is ordered to re- 
main in this ventral position for 5 
days after the operation. He is given 
only fluids. The intestinal tract is 
thoroughly emptied and has no spon- 
taneous evacuation in this time. On 
the sixth day the neighborhood of the 
wound is quite dry and primary heal- 
ing has been achieved. The patient 
is then allowed to get up. 

Results in 40 patients (only 3 with- 
out abscesses) are reported. They 
were all observed for a period of 1 to 
7 years. There were on recurrences. 
13 references. 1 table. 
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35. Liver and Biliary Tract 


OPERATIVE INJURY TO COMMON DUCT; IMMEDIATE 
REPAIR: CASE REPORT 


Ursan Maes 
New Orleans, La. 


New Orleans M. & S. J. 


In removing the gallbladder of a 
56-year-old man the common duct 
was accidentally injured. An imme- 
diate repair was made using a piece of 
rubber catheter and silk sutures. 
Three small Penrose tubes were 
placed near the suture line. The op- 
eration was performed in August 
1945, and the patient now seems well, 
but the final outcome is as yet un- 
known. 

In considering what changes in pro- 
cedure could prevent such accidents it 
is suggested that although generally 
the apex-to-fundus removal proce- 
dure (as used in this case) is pre- 


98 :445-47, April 1946 


ferred, in this instance it would have 
been better to use either the fundus- 
to-apex approach or the suggestion 
made simultaneously by E. D. Mar- 
tin and W. D. Gatch, which was to 
ream out or destroy the mucous mem- 
brane of the gallbladder. 

In regard to drainage, the author 
considers that some external escape 
should be provided. Penrose tubes 
have been found satisfactory, but T- 
tubes have presented some difficulties 
and are not used except in cases of 
only partial or lateral injury to the 
duct. 6 references. 


CONGENITAL CYSTIC DILATION OF THE COMMON BILE 
DUCT: FOLLOW-UP ON PREVIOUSLY REPORTED CASE 
AND REPORT OF ADDITIONAL CASE 


Tuomas A. SHALLOW, SHERMAN A. EGER and FREDERICK B. WaGNER, JR. 
Samuel D. Gross Surgical Division of the Jefferson Medical College Hospital, 
Philadelphia, Pa. 

Ann. Surg. 123:119-26, Jan. 1946 


Two cases of the rare condition of 
congenital cystic dilatation of the com- 
mon bile duct are presented. In both 
instances the lesion was suspected 
preoperatively. The diagnostic triad 
—tumor, jaundice and pain—was 
present in 1 case, but pain was absent 
in the other. In the second case, 5,800 
cc. of cyst fluid represent the largest 
amount recorded. 

The safest treatment, which was 
successfully performed in the second 
case, 1S primary anastomosis of the 


cyst to the duodenum. Extirpation 
was contraindicated by the age (58) 
of the patient and the size of the cyst. 
Extirpation of the cyst followed by 
primary anastomosis of the remainder 
of the biliary duct system to the duo- 
denum may be attempted if the lesion 
is suspected preoperatively, if the pa- 
tient is a good risk, the cyst is large, 
and infection is minimal. This was 
successfully done in Case 1. 25 ref- 
erences. 4 figures. 
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RE-FORMED GALLBLADDER: A REVIEW OF 42 CASES 


FRANK R. PETERSON 
J. lowa M. Soc. 36:134-38, April 1946 


Re-formed gallbladder must. be 
considered as a possibility whenever 
there is a recurrence of symptoms fol- 
lowing a cholecystectomy. Only by 
careful exploration of the perichole- 
dochus area and probing through the 
cystic duct opening will the lesion be 
discovered. The study indicates that 
at least 95 per cent of such cases are 
overlooked unless these rules are con- 
sistently followed. 

Re-formed gallbladder is actually 
a dilation of the cystic duct stump 
which can result only with incomplete 
cholecystectomy. The mechanism of 
dilatation is unknown, but seems to be 
an obstruction—possibly the intrinsic 
stones are the inciting factor. Stones 
were found in the biliary tract in 23 
of the 42 cases here reported. Other 
causes may be the constant close ad- 
herence of an inflamed gallbladder to 
the common duct, with resulting ede- 
ma of the latter, traction distortion of 
the common duct, and actual pressure 
by the gallbladder or an enlarged 
lymph node mass. Malignancy, fistu- 
la with the duodenum, and intrinsic 
gallbladder infection are other causes. 
I reference. 1 table. 4 figures. 


REFERENCES TO CURRENT ARTICLES 
Traumatic Rupture of the Gallbladder: 
Case Reports and Notes on Choleperi- 
toneum. Martin Norgore, Seattle, 
Wash. Ann. Surg. 123:127-34, Jan. 
1946. Thirty-one authentic cases of 
subcutaneous traumatic perforation of 
the gallbladder have been recorded. One 
additional case is presented. Bile acids 
are toxic in the peritoneal cavity and 
are the prime factors in the cause of 
death. Shock is less and infection the 
least important. If the bile is walled 


off, it can be tolerated for months. 
Generalized choleperitoneum is rapidly 
fatal. 24 references. 

The Technic of Cholecystectomy and 
Cholecystostomy. Arkell M. Vaughn, 
Loyola University School of Medicine, 
Chicago, Ill. $. Clin. North America 26: 
210-29, Feb. 1946. The author de- 
scribes important anomalies of the gall- 
bladder, extrahepatic ducts and arteries. 
He recommends a dry dissection of the 
ducts with a small piece of umbilical 
tape clamped to a forceps. Early cut- 
ting and ligation of the cystic artery 
simplifies the freeing of the neck of the 
gallbladder and infundibulum. The 
author’s modification of the Orr gall- 
bladder knife is used in freeing the 
peritoneum around the gallbladder bed. 
The use of a strip of muscle in stopping 
oozing from the gallbladder bed is men- 
tioned. The author emphasizes the im- 
portance of stab wound drainage away 
from the abdominal incision. 

Calcified Gall Bladder. Albert Jutras and 
Marcel Longtin, Hotel-Dieu de Mon- 
treal, Montreal, Canada. Canad. M. A. 
J. 54:434-37, May 1946. Gallbladders 
which retain amounts of calcium in their 
walls and thus acquire unusual prop- 
erties of toughness, color and sound ef- 
fect to percussion are designated as pet- 
rified, ossified or china gallbladder. The 
author suggests the name should be more 
explicit, such as calcifying cholecytitis, or 
calcified gallbladder. A case report is 
given together with a discussion of avail- 
able literature, pathogenesis, and meth- 
ods of roentgen diagnosis of the disease. 
29 references. 2 figures. 


Idiopathic Dilatation of the Common Bile 
Duct with Coexistent Primary Hepatic 
Carcinoma: Report of a Case. Louis P. 
Armanino, Stockton, Calif: Ann. Int. 
Med. 24:714-26, April 1946. A 17- 


year-old boy had congenital dilatation of 








98 





QUARTERLY REVIEW OF SURGERY 





the common bile duct with associated 
primary hepatic carcinoma. From early 
childhood the patient had repeated at- 
tacks of jaundice but only one attack of 
upper abdominal pain. ‘The physical 
examination indicated no palpable sub- 
hepatic mass. Autopsy examination re- 
vealed a marked dilatation with gross 
thickening of the walls of the major 
intrahepatic biliary ducts, the hepatic 
ducts and the cystic duct. The liver was 
found to be edematous with numerous 
areas of focal necrosis, a certain degree 
of cirrhotic change and a _ growing 
malignant tumor. It is not definitely 
known whether the neoplasm started in 
the liver parenchyma or in the biliary 
tree. It is suggested that the biliary 
obstruction by the choledochus cyst was 
the precursor of the malignancy of the 
liver. The importance of clinical recog- 
nition, the proper and early surgical 
treatment and the difficulty in diagnosis 
are emphasized. 11 references. 4 fig- 
ures. 


Acute Volvulus of the Gallbladder. M. M. 


Gowland, Apia, Western Samoa. Can- 
ad. M. A. J. 54:485, May 1946. An 
acute volvulus of the gallbladder simu- 
lating a perforated peptic ulcer occurred 
in a 53-year-old female Samoan who 
complained of discomfort in the mid- 
epigastrium; 16 hours later she was 
brought to the hospital in a condition of 
shock. ‘The abdomen showed board- 
like rigidity; no masses could be palpated 
and hyperesthesia to pinprick was dis- 
cernible from the midepigastrium to the 
right in the sixth to ninth thoracic seg- 
ments. A diagnosis of perforated peptic 
ulcer into the lesser sac with slow leak- 
age was made. Under local anesthesia 
the abdomen was opened through a right 
oblique gridiron rectus incision. An in- 
serted finger felt a mass about the size 
of an orange in the region of the liver 
hilum. ‘The incision was enlarged into 
a right subcostal Kocher; a blue-black 
mass 3 inches in diameter presented 
through the incision, loosely attached to 
the liver by a thin mesentery. The 


mass was the gallbladder which had 
rotated clockwise two full turns. Cho- 
lecystectomy was performed and the pa- 
tient made an uneventful recovery. 
While volvulus is rare it is even more 
unusual for it to occur in the presence of 
calculous cholecystitis. 


Biliary Ascariasis; Report of 19 Cases. 


Stephen C. H. Yang and Paul J. Laube, 
Chengtu, China. Ann. Surg. 123:299- 
303, Feb. 1946. In the 19 cases re- 
ported, the symptoms were those of 
cholecystitis or cholelithiasis. In the first 
14 cases seen, the correct diagnosis of 
biliary ascariasis was made preoperatively 
in 4, and in 3 others it was suggested as 
a possibility. In the last 5 cases the 
diagnosis was made definitely or tenta- 
tively in all. At operation an ascarid 
was found in the common duct in all 
cases, and in some instances had partial- 
ly entered the hepatic duct. There were 
3 deaths in the series caused by post- 
operative complications. Biliary ascariasis 
should be suspected in an endemic area 
if a person below the usual age for 
cholelithiasis develops symptoms of biliary 
tract disease, especially if there is a his- 
tory of ascariasis or if the ova are found 
in the stools. 8 references. 1 table. 


Alkaline Phosphatase and Metastatic Liver 


Disease. Rockwood W. Bullard, Jr., 
Chicago, Ill. Surgery 19:379-82, 
March 1946. A study is presented of 
alkaline phosphatase in a series of 85 
consecutive patients with carcinoma. 
Alkaline phosphatase is chiefly found in 
tissues involved in bone formation and 
glucose absorption or elimination. It is 
not found in normal liver cells or bile 
ducts. Possibly as a result of biliary ob- 
struction, many forms of liver disease 
have a high alkaline phosphatase. When 
there was a high phosphatase and other 
forms of liver disease could be ruled out, 
the test showed metastases in all cases 
of this series. Liver metastases are not 
ruled out, however, by normal phos- 
phatase. 7 references. 6 tables. 


Liver Changes in Surgical Conditions. Leif 


Efskind, Surgical Department III, 
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Ulleval Hospital, Oslo, Sweden. Acta 
chir. Scandinav. 93:81-97, Jan. 19, 
1946. Biopsies from the liver were 
taken at frequent intervals in the course 
of operations on 120 patients with surgi- 
cal conditions of the digestive tract. The 
following changes were found: (1) ab- 
normal mobilization of the liver gly- 
cogen; (2) mitochondrial changes of 
regressive nature; (3) _ interstitial 
lymphocyte infiltration, sometimes with 
fibrosis; (4) fat infiltration of the liver 
cells. The Kupffer cells showed pro- 
liferative changes and in many cases 
deposition of pigment or fat. 

Cystic Disease of the Liver: Report of a 
Case. O. Theron Clagett and William 
J. Hawkins, Mayo Clinic, Rochester, 


36. Pancreas 


Minn. Ann. Surg. 123:111-18, Jan. 
1946. A case is reported wherein for 
the first time the entire left lobe of the 
liver was removed for cystic disease. 
The operation was performed through 
a primary upper left rectus incision. A 
pedicle was encountered adjacent to the 
ligamentum teres. A Bethune pneu- 
monectomy tourniquet was applied 
around the pedicle and the entire liver 
lobe was removed. The stump was 
closed with interrupted chromic catgut 
sutures and the tourniquet was removed. 
Five Gm. of sulfanilamide powder were 
placed in the area, one double iodoform 
pack controlled oozing, and two Pen- 
rose drains were brought out through 
the incision. Recovery was uneventful. 
15 references. 3 figures. 


PANCREATITIS: AN ANATOMIC STUDY OF THE PAN- 
CREATIC AND EXTRAHEPATIC BILIARY SYSTEMS 


WitumaM F. Rrenuorr, Jr. and KENNETH L. PIcKRELL 
Arch. Surg. 51:205-19, Nov.-Dec. 1945 


The accessory pancreatic duct drains 
a varying part of the gland, emptying 
into the main duct or directly into 
the duodenum. Investigations -have 
shown no communication between the 
main and accessory ducts in 11 per 
cent of cases; in 4 per cent the acces- 
sory duct carried most of the secre- 
tion; in 34 per cent the secretion 
could not enter the duodenum by the 
accessory duct. The main pancreatic 
duct and the terminal portion of the 
common bile duct usually join to 
form the papilla of Vater, the point 
where the common bile duct and the 
pancreatic duct enter the duodenum. 
In the majority of cases the common 
bile duct is reported to empty into 
the pancreatic duct, the ampulla be- 
longing to the latter. 
There is no junction of the pan- 





creatic and bile ducts in about 24 per 
cent of cases, each entering the duo- 
denum separately; in 37 per cent the 
ducts are contiguous with a dividing 
septum ending | to 2 mm. above their 
common orifice, and a true ampulla is 
present in 32 per cent of cases. The 
length of the ampulla exceeds the 
average diameter of the duodenal 
orifice in 18 per cent of cases, so that 
a complete block of the papilla would 
convert the two ducts into a common 
channel. A calculus impacted in the 
terminal part of the common duct or 
the ampulla, therefore, may cause re- 
flux of bile up the main pancreatic 
duct and cause pancreatitis. 

A small sphincter muscle, the 
sphincter of Oddi, surrounds both 
ducts in the papilla, the muscle fibers 
being commonly connected with both 
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ducts. Its usual position is proximal 
to the lower end of the common duct, 
in which case it would be impossible 
for a spasm of the sphincter to con- 
vert both ducts into a common chan- 
nel. Drugs which act directly on 
smooth muscle cause spasm of the 
sphincter, whereas drugs which reduce 
tonicity of smooth muscle relax the 
sphincter. Duodenal lavage with 
magnesium sulfate relaxes the sphinc- 
ter, whereas hydrochloric acid causes 
a temporary spasm of the muscle 
which can be prevented by atropine. 
Morphine produces a severe sphinc- 
ter spasm lasting as long as 4 hours 
but papaverine and epinephrine have 
slight effect upon it. 

It is believed that bile entering the 
pancreatic duct produces pancreatic 
necrosis, either because of its own 
properties or its bacterial content, or 
because it activates the inactive pan- 


creatic trypsinogen while it is still in 
the pancreatic ducts. Infection of the 
pancreas is believed to be produced 
by reflux bile, either because of the 
destructive effects of trypsin, or 
through direct action of the bacteria 
on pancreatic tissue. The peculiar 
characteristics of fat necrosis accom- 
panying hemorrhagic pancreatitis are 
caused by the action of pancreatic 
lipase which escapes into the tissues 
during necrosis of the pancreas. Some 
believe that the hemorrhage of hem- 
orrhagic pancreatitis is the result of 
a vasomotor reflex, some think that it 
is the result of a venous thrombosis, 
and others are of the opinion that it 
results from erosion of the blood ves- 
sels by pancreatic trypsin. The proc- 
ess is rapid and soon involves the en- 
tire thickness of the vessel wall with 
ultimate destruction of the intima. 
79 references. 6 tables. 3 figures. 


BLOOD AMYLASE ACTIVITY IN PANCREATITIS AND OTHER 
DISEASES: A SIMPLE DIAGNOSTIC AID 
Davin PoLoweE 


Barnert Hospital, Paterson, N. J. 
Surg., Gynec. & Obst. 82:115-30, Feb. 1946 


A simple method of measuring 
blood amylase activity in terms of 
cuprous oxide precipitation, previously 
described (1942) by the author and 
his associates, has been employed in 
69 patients. In 63 patients the tests 
were made either to rule in or rule 
out acute pancreatitis or cancer of the 
pancreas, or to determine the blood 
amylase in biliary tract and other dis- 
ease; the test was also employed in | 
case of pseudocyst of the pancreas. 
The diagnosis was proved in 62 cases 
by operation, autopsy, biopsy, roent- 
gen-ray or laboratory examinations, 
or a combination of these. 


Of the 69 patients, 37 showed a 
normal blood amylase activity; there 
was only | of these cases in which 
pancreatitis was proved to be present 
and in this case the patient recovered. 
In 1 case of acute intestinal obstruc- 
tion, amylase was normal, which not 
only served to rule out acute pancrea- 
titis, but also indicated that the ob- 
struction was relatively low. There 
were 3 patients with serious renal dis- 
ease in this group with normal blood 
amylase activity, and 11 patients with 
biliary tract disease. A normal blood 
amylase activity in cases of biliary 
tract disease indicates either that there 
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is no associated acute pancreatitis, or 
that an acute pancreatitis has been 
present and is subsiding. 

In 7 cases the blood amylase was 
below normal or absent; there was no 
case of acute pancreatitis in this group. 
This included 4 cases of tuberculosis, 
1 case of carcinoma and 2 cases of 
biliary tract disease. Decreased blood 
amylase activity may indicate de- 
creased liver function, but other better 
known liver function tests should be 
used to establish this diagnosis. 

There were 9 cases with slightly 
increased blood amylase activity (2% 
plus); in none of these cases was acute 
pancreatitis proved to be present. A 
study of these cases indicates that re- 
petted tests of blood amylase activity 
should be made, that variations are to 
be expected in thyroid disease, and 
that a mild pancreatic edema may be 
associated with biliary tract disease, 
blockage of the lymphatic system, or 
pneumonitis secondary to  cardio- 
vascular disease, and may cause a 
slight rise or variations in blood 
amylase activity. When a slight rise in 
blood amylase activity is shown in one 
test, the test should be repeated every 
day or every other day, since the 
blood amylase activity is an indication 
of whether pancreatitis is subsiding, 
remaining stationary or getting worse. 

There were 7 cases in which the 
blood amylase activity was moderately 
increased (3 plus). The pancreas 
appeared to be involved in all of these 
cases, and in 3 cases pancreatitis was 
proved to be present; 2 of these 3 
patients died. This indicates that a 
moderate increase in blood amylase 
activity may be associated with a 
serious prognosis in pancreatitis. In 
1 case in this group a diagnosis of 
duodenal ulcer was established by 
roentgenologic and clinical observa- 


tions. The patient improved under 
conservative treatment and the blood 
amylase activity became normal. Be- 
cause of the close proximity of the 
duodenum to the pancreas, some in- 
volvement of the latter in duodenal 
ulcer may be expected. 


There were 9 cases with markedly 
increased blood amylase activity (3% 
to 4 plus). In 4 of these cases pan- 
creatitis was proved at operation or 
autopsy; in another case, the symp- 
toms and course indicated a pancreati- 
tis associated with cholecystitis, but 
the patient improved without opera- 
tion. In 3 of the patients in whom 
the pancreas was the main cause of the 
symptoms, only | died. This indi- 
cates that a high blood amylase activ- 
ity does not necessarily indicate a poor 
prognosis. 

The author concludes that a norma! 
or decreased blood amylase almost 
always excludes pancreatitis. When 
pancreatitis is present, some other 
complicating factor is usually present; 
biliary tract disease is the most usual 
complicating factor. An attack of 
acute pancreatitis may be the first clin- 
ical sign of biliary tract disease. The 
most frequent symptom in these cases 
is an attack of epigastric pain. As 
more determinations of blood amylase 
activity are being made at the author’s 
hospital in cases in which epigastric 
pain or distress is the chief complaint, 
more cases of pancreatitis are being 
discovered. 21 references. 2 tables. 
2 figures. 


REFERENCES TO CURRENT ARTICLES 


Fibrocystic Disease of the Pancreas in In- 
fants. George B. Rosenfeld and William 
J. Baxter, St. John, N. B., Canada. 
Canad. M. A. J. 54:438-41, May 
1946. A study of 4 cases of pancreatic 
deficiency in infants under 4 months of 
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age indicates that such cases occur more 
frequently than is generally known and 
that, though prognosis is poor, if diag- 
nosed early the disease often responds 
well to treatment. It is advisable to 
use penicillin in large doses until the 
pulmonary infection is controlled. The 
4 cases included (1) cystic fibrosis of 
pancreas confirmed by autopsy; (2) a 
case in an infant 8 weeks old with 
autopsy confirmation; (3) a case in a 
2-month-old child in which the condition 
was confirmed by duodenal drainage, 
and responded well to treatment, and 
(4) a case of meconium ileus in a new- 
born infant, included because of its 
rarity. 10 references. 

Hypoglycemia Due to Insular Adenoma of 


37. Spleen 


Pancreas. Harry E. Isaacs, Beth Israel 
Hospital, New York, N. Y. J. A. M. 
A. 130:404-406, Feb. 16, 1946. A 
case is presented of benign adenoma of 
the islet cells of the pancreas, causing 
hypoglycemia by hyperinsulinism. Such 
conditions should be differentiated from 
malignant tumor of the pancreas, which 
may give a similar symptom complex. 
To January 1944, 127 islet adenomas 
had been reported in the literature. All 
cases of hyperinsulinism due to benign 
adenoma are subject to operation, if the 
tumor can be located. A 5-year follow- 
up on this patient shows her to have 
been continuously symptom free and in 
excellent physical and mental health. 13 
references. 1 table. 4 figures. 


THE SURGICAL SIGNIFICANCE OF ACCESSORY SPLEEN 


GeorceE M. Curtis and Davin Morirz 
Ohio State University Medical School, Columbus, Ohio 
Ann. Surg. 123:276-98, Feb. 1946 


In 174 cases in which splenectomy 
was done and 4 additional cases in 
which abdominal exploration was 
done, accessory spleens were found in 
56 patients; in 26 patients, there was 
only 1 accessory spleen; in the re- 
mainder, multiple accessory spleens 
were present—a total of 131 accessory 
spleens in the group of 56 patients. 

In the diseases that are the chief 
indications for splenectomy (con- 
genital hemolytic icterus and primary 
thrombocytopenic purpura), the ac- 
cessory spleen, if present, must be 
removed with the major spleen, if 
recurrence is to be avoided. In the 
authors’ series accessory spleens were 
found most frequently in the first 
decade of life (50 per cent); the next 
highest incidence was in the second 
decade of life (39.1 per cent). In 
cases of congenital hemolytic icterus 


in the first decade of life, accessory 
spleens were found in 57.1 per cent; 
and in this disease in the second decade 
of life, the incidence of accessory 
spleens was 42.8 per cent. In these 
two decades of life the incidence of 
accessory spleens was lower in throm- 
bocytopenic purpura than in congen- 
ital hemolytic icterus. 

In the 56 patients in whom acces- 
sory spleens were found, they were 
present most frequently in the hilar 
region (54.2 per cent); next in order 
in the pedicle, the omentum, retro- 
peritoneum, splenocolic ligament and 
mesentery; in 85.7 per cent of cases, 
multiple accessory spleens were in a 
single location. In splenectomy for 
congenital hemolytic icterus and pri- 
mary thrombocytopenic purpura, a 
routine search should be made in these 
regions for.accessory spleens after the 
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removal of the major spleen. In the 
authors’ series, there were 2 recur- 
rences due to failure to find and re- 
move accessory spleens, 1 a case of 
congenital hemolytic icterus and 1 a 
case of primary thrombocytopenic 
purpura. In the first case the patient 
recovered after removal of the acces- 
sory spleens; in the second case the 
patient died and accessory spleens 
were found at autopsy. 30 refer- 
ences. 7 tables. 


REFERENCES TO CURRENT ARTICLES 


Splenorenopexy in Essential Hypertension. 
David M. Weeks, Alfred Steiner and 
Joseph Victor, New York, N. Y. Sur- 
gery 19:515-21, April 1946. Bilateral 
constriction of the renal arteries causes 
permanent elevation of blood pressure 
in experimental animals. ‘There have 
been unsuccessful attempts to lower 
blood pressure of human beings and dogs 
by omentorenopexy. Splenorenopexy 
in the dog with bilateral constriction of 
the renal arteries produced a collateral 
circulation from the spleen to the capil- 
laries of the convoluted kidney tubules. 
Splenorenopexy was therefore done on 3 
patients with essential hypertension. 
These cases are described. Splenoreno- 
pexy had no significant effect on the 
blood pressure of these patients. 11 refer- 
ences. 

The Effect of Splenectomy in Essential 
Thrombopenia (L’E ffet de la Splénec- 


tomie dans la Thrombopenie Essentielle). 


G. Hemmeler, Medical Clinic, Univer- 
sity of Lausanne. Helvet. med. Acta 
12:451-57, July 1945. A study of the 
morphology of the peripheral blood and 
of the bone marrow in essential throm- 
bopenia before and after splenectomy 
reveals that the drop in the number of 
platelets in this disease is primarily the 
result of the inhibitory action of matur- 
ing megakaryocytes. Thrombocytolysis 
plays a secondary role. Splenectomy 
does not always achieve the normaliza- 
tion of the thrombopoiesis. ‘Three cases 
are reported. 15 references. 2 tables. 
1 figure. 

Spontaneous Rupture of the Spleen. J. B. 
Littlefield, Sr. (Lt. Col., M.C., A.U.S). 
Surg., Gynec. & Obst. 82:207-11, Feb. 
1946. ‘Three cases of spontaneous rup- 
ture of the spleen are reported; in 2 
of these cases there was no history of 
trauma, in | case only the “insignificant 
trauma” of muscular exertion. In 1 
case there was a history of tonsillar in- 
fection with lymphadenopathy and en- 
largement of the spleen. In this and 1 
other case, there was a reversal of the 
leukocyte-lymphocyte ratio before opera- 
tion, with return to normal soon after 
operation. In all 3 cases the spleen was 
removed. In 2 the spleen was definitely 
hyperplastic, and in 1 showed pathologic 
changes suggesting reticulum cell sar- 
coma. In each of the 3 patients, there 
were postoperative pleural and pul- 
monary complications, but 2 recovered; 
1 patient died, death being due to pul- 
monary embolism. 7 references, 2 
tables. 4 figures. 
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38. Genitourinary Surgery 


STUDIES IN CLINICAL ENDOCRINOLOGY: V. THE MANAGE- 
MENT OF THE UNDESCENDED TESTICLE 


P. M. F. BisHop 
Guy’s Hospital, London, England 
Guy’s Hosp. Rep. 94:12-71, Nos. 1 & 2, 1945 


The undescended testicle is con- 
sidered here from every angle. With 
each subtopic the author summarizes 
the views of other writers, and then 
gives his own views based on the study 
of 140 patients. 

The author believes that the term 
cryptorchidism, literally “a concealed 
testis,” should be avoided. Position 
should be described as abdominal, 
canalicular (between the internal and 
external rings), and extracanalicular 
(beyond the external ring but not in 
the scrotum), or scrotal. Other ad- 
jectives which may be used are: de- 
layed, impeded or deviated. A de- 
viated testicle is one diverted from the 
normal pathway and usually lying in 
one of the four common ectopic posi- 
tions—perineal, crural, or femoral, 
pubic or pubo-penile, and superficial 
inguinal. 

Descent: In embryologic develop- 
ment the descending testis ordinarily 
reaches the external inguinal ring in 
the seventh or eighth month of fetal 
life, along with a pouch of periton- 
eum, the processus vaginalis, which 
later becomes the tunica vaginalis. 
Chorionic gonadotrophin, which is 
plentiful in the maternal circulation 
in the latter part of pregnancy, prob- 
ably aids in the descent. Opinions 
vary as to the role of the gubernacu- 
lum but the author thinks it helps to 
guide the testis along its descent, 
though exerting little actual pull. At 
operation on deviated testes, well- 


formed gubernaculum-like fibrous 
strands are seen which are anomalous 
in insertion and seem to have guided 
the testis astray. When these are cut, 
the testis will sometimes drop easily 
into the scrotum. If the processus 
vaginalis does not extend into the 
scrotum, spontaneous descent is un- 
likely. 

Endocrinology: The anterior pitui- 
tary basophile cells produce gonado- 
trophic hormones. Broadly speaking, 
the follicle-stimulating hormone (F 
SH) stimulates follicular maturation 
and spermatogenesis; the luteinizing 
hormone stimulates the development 
of the testicular interstitial cells and 
hence increases their androgenic func- 
tion. [Editor’s note: This role of 
the luteinizing hormone is not ac- 
cepted by other authors, who speak of 
an interstitial-cell-stimulating _ hor- 
mone (ICSH).] The resulting. in- 
crease in size of the testis, lengthening 
of the spermatic cord, and develop- 
ment of the sexual apparatus, all aid 
in the descent of the testis. Even 
abdominal testes are not incompatible 
with adequate production of andro- 
gens and the normal development of 
secondary sexual characteristics. The 
author feels, however, that bilateral 
maldescent persisting into adult life 
increases the possibility of androgenic 
insufficiency. The scrotal position of 
the testis is essential for spermato- 
genesis. The degree of degeneration 
of the essential cells increases with the 
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distance of the testis from its normal 
position, and with the duration of mal- 
descent beyond puberty. In one of 
the author’s patients, the right testis 
descended spontaneously at 16 years, 
the left testis was still undescended at 
the age of 20 and was removed. The 
man later married and is a father. 
Another author has reported spon- 
taneous descent after the age of 20, 
followed by fatherhood of three chil- 
dren. Bilateral orchidopexy at 15 
years has also been followed by fer- 
tility. Despite reports to the con- 
trary, the author believes that chor- 
ionic gonadotrophin will not restore 
spermatogenesis and the efficiency of 
serum gonadtrophin in the same role 
is still uncertain. 


In the author’s series there were 5 
undoubted instances of spontaneous 
descent, 5 presumed, and 1 possible, 
of 30 cases left without treatment. 
The incidence of undescended testes 
is said to be about 32 per cent in pre- 
mature infants at birth, 10 per cent 
in full-term boys at birth, 2 per cent 
at puberty, and 0.2 per cent in man- 
hood. Hence spontaneous’ descent 
must take place. It seems most likely 
to occur at 14 or 15 years of age. 

Complications of undescended tes- 
tes: Pain is uncommon. Trauma is 
most likely in the canalicular testes 
which are relatively fixed. Gonococ- 
cal and tuberculous infections are said 
to be more common. Hydrocele and 
hernia are relatively frequent. Re- 
ports vary on the likelihood of tor- 
sion. The degree of psychologic 
effect depends somewhat on whether 
it is unilateral or bilateral, and on the 
presence or absence of androgenic de- 
ficiency. The incidence of malignancy 
can only be estimated indirectly and 
is probably about 3 per cent, as con- 
trasted with 0.06 to 0.1 per cent in 


all males admitted to hospitals. Tes- 
ticular neoplasm carries a high mor- 
tality in spite of an early diagnosis 
followed by surgery and radiotherapy. 
Payne reports a 5-year survival rate 
of 46.9 per cent for 38 cases. The 
author believes that the incidence of 
malignancy is about the same in 
abdominal and canalicular testes. 
Orchidopexy does not insure against 
its development. 

Treatment: Accurate location of the 
testes requires careful examination in 
a relaxed patient. Abdominal testes 
are much less common than is sup- 
posed and endocrine therapy is seldom 
successful for them. All boys with 
undescended testes deserve a trial of 
chorionic gonadotrophin therapy some 
time between 7 and 10 years of age. 
Testes which do not descend are im- 
peded or deviated and should be surg- 
ically placed in the scrotum not later 
than 11 years of age. Preliminary 
hormone therapy probably makes 
later surgery easier by lengthening 
the spermatic cord, which in itself 
can be the cause of impeded descent. 
Surgery must be skillful and judi- 
cious; it often has to be done in stages 
to avoid undue stretching of the 
spermatic vessels, and even then some 
atrophy may occur. If seen well after 
the age of puberty, the patient should 
be told of the 3 per cent risk of 
malignancy. The gonad may then be 
placed in the scrotum for cosmetic 
reasons (it will probably be atro- 
phied), left alone, or removed to 
avoid the risk of neoplasm. 

The author’s usual dose of chor- 
ionic gonadotrophin is 500 IU intra- 
muscularly (apparently twice a week 
though the interval is not stated). In 
most of his cases the testes descended 
by 4 weeks, in many more by 8 weeks, 
and 1 each at 9, 11, 12, 20 and 27 
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weeks. He often extended the treat- 
ment for abdominal cases for 6 to 9 
months. Only one of his abdominal 
cases descended. He was successful 
with 20 of 26 canalicular testes and 
with 31 of 46 extracanalicular delayed 
testes. He has seen no ill effects from 
judicious use of chorionic gonadatro- 
phin, except for occasional temporary 
personality problems due to precocious 
development, and occasional signs of 


PROSTATIC 


excessiye androgenic stimulation. He 
emphasizes that it is a powerful agent 
not to be used promiscuously. 
Though many testes descend spon- 
taneously around 14 to 16 years of 
age, many others do not. It is not 
wise to run the rick of a poor func- 
tional result by delaying treatment 
beyond the age of 10 or 11 years. 
181 references. 5 tables. 6 figures. 


CANCER TREATED BY ORCHIECTOMY: THE 


FIVE-YEAR RESULTS 


CHARLEs HuGcINs 
Chicago, III. 
I. A. M. A. 131:576-81, June 15, 1946 


Five years, the customary period to 
appraise the results of treatments of 
cancer, has elapsed since the intro- 
duction of endocrine therapy of pros- 
tatic carcinoma. The antiandrogenic 
treatment consisting of orchiectomy 
or the administration of estrogen has 
proved to have both theoretical and 
practical significance. The antiandro- 
genic measures have a general modal- 
ity of action and, in a sense, are 
chemotherapeutic agents although not 
specific ones; estrogens are the first 
agents of known chemical constitution 
(aside from radio-active chemicals) 
which ameliorate carcinomatosis in 
man, and they are the only medicines 
known which, when taken by mouth, 
influence cancer beneficially. 

Remissions of varying length of 
time occurred in 18 patients among 
20 with disseminated prostatic cancer 
treated with orchiectomy. After 5 
years | patient is alive with slowly 
advancing prostatic carcinoma and in 
4 patients there is now no clinical or 
laboratory evidence of cancer. 

The early evidence of clinical im- 


provement following orchiectomy in- 
cludes (among other effects) the relief 
of pain, improved appetite with gain 
in weight, decrease of anemia and a 
decrease of size and sometimes the 
disappearance of the primary tumor 
and of the metastases. Improvements 
of the condition after antiandrogenic 
therapy may be detected in the labora- 
tory through changes in the acid and 
alkaline phosphatase activity of serum. 

The beneficial effects of estrogen 
in the author’s experience have not 
been prolonged. 

It is still impossible to predict the 
course of the disease following or- 
chiectomy at this time. An important 
consideration of the effect of relapse 
after orchiectomy in disseminated 
prostatic cancer is the disappearance 
of certain metastases and reappearance 
of lesions in other areas. This phe- 
nomenon occurred twice in the auth- 
or’s series. Although the effects of 
orchiectomy on prostatic cancer are 
at times very profound and prolonged, 
it is premature to suggest that any 
one of these patients has been cured. 
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REFERENCES TO CURRENT ARTICLES 

Anomalies of the Urachus: Persistent Fetal 
Bladder. Harold S. Simon (Major, M. 
C., A.U.S.) and Nelson A. Brande- 
berry (Capt., M.C., A.U.S.), Station 
Hospital, Army Air Base, Topeka, Kan. 
J. Urol. 55:401-408, April 1946. A 
case of congenital urinary umbilico- 
cystic fistula is presented. Nonformation 
of the urachus resulted in a persistent 
fetal bladder, which is the usual cause 
of congenital umbilical urinary fistula. 
Closure is often spontaneous, or in un- 
complicated cases is a simple surgical 
problem with low mortality. Such cases 
are treated by a procedure similar to a 
suprapubic cystostomy. If these methods 
fail plastic closure is indicated, but this 
is attended by the risk of peritonitis. 
With renal insufficiency or other com- 
plications, adequate urinary drainage 
must be assured through the fistula, 
urethra, or by suprapubic cystostomy, 
and radical treatment attempted only 
when these complications are eliminated. 
Anomalies are typically multiple and 
should be suspected and ruled out before 
radical surgery is considered. 23 refer- 
ences. 3 figures. 

Osteonephropathy: A Report of “wo 
Cases. Boland Hughes and Gerhard J. 
Gislason, University Hospital, Philadel- 
phia, Pa. J. Urol. 55:330-41, April 
1946. Two cases of osteonephropathy 
are reported and an attempt is made to 
classify them according to the classifica- 
tion of Rule and Grollman. In the first 
case there was osteonephropathy second- 
ary to obstruction of the left upper 
urinary tract together with congenital 
absence of the right kidney. In the 
second case urographic studies revealed 
a bilateral interstitial nephocalcinosis of 
‘marked proportions. Ureteral catheteri- 
zation produced symptomatic relief, but 
because of marked left ureteral obstruc- 
tion a left ureterolithotomy was done, 
followed by a right nephrolithotomy and 
ureterolithotomy. This is a case of 
esteonephropathy secondary to tubular 


disease of the hyperchloremic type. 7 
figures. ; 


Disorders of the Ureteral Stump Follow- 


ing Nephrectomy (Zur Kenntnis der 
Beschwerden seitens des Ureterstumpfs 
nach Nephrectomie). E. Ljunggren. 
Acta chir. Scandinav. 91:172-79, Dec. 
20, 1945. Two female children under- 
went nephrectomy for hydronephrosis, 
one when slightly over 2 years old, 
and the other when slightly over 1 
year of age; both had pyuria, fever and 
general physical decline for a consider- 
able period. In 1 case the dilated and 
infected stump of the ureter was not 
removed at nephrectomy, the remaining 
kidney became infected, and the patient 
died 8 years later of uremia. In the 
other patient the pus and bacteria in the 
urine did not disappear following 
nephrectomy and 2 years later several 
stones were demonstrated in the stump 
of the ureter; the stump was extirpated 
and the patient recovered completely. 
8 figures. 


Infiltrating Carcinoma of the Bladder: 


Relation of Depth of Penetration of the 
Bladder Wall to Incidence of Local 
Extension and Metastases. Hugh J. 
Jewett and George H. Strong, Brady 
Urological Institute, Johns Hopkins 
Hospital, Baltimore, Md. J. Urol. 
55 :366-72, April 1946. The incidence 
of local extravesical extension and meta- 
stasis increases with the degree of pene- 
tration of the bladder wall, being low 
in the case of superficially infiltrating 
tumors, and high in the case of deeply 
infiltrating tumors. The cardinal sites 
of metastasis are (1) regional lymph 
nodes, (2) liver, (3) lungs, and (4) 
vertebral column including sacrum and 
pelvis. The clinical determination of 
the depth of penetration may provide the 
index of potential curability. 8 figures. 


Failure of the Urogenital Union. Alec W. 


Badenoch (Wing Comdr., R.A.F.V. 
R.). Surg., Gynec. & Obst. 82:471- 
74, April 1946. In 42 adult males 
operated on for incomplete descent of 
the testicles, there were 3 in whom no 
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union between the testis and epididymis 
could be demonstrated macroscopically ; 
in 2 of these cases, absence of union was 
also demonstrated microscopically. Dur- 
ing the past 3 years, testes of every male 
patient have been examined. No evi- 
dence of complete failure of urogenital 
union has been found in any patient 
with normally descended testes. Some 
young males, however, have a small cyst 
in the region of the mediastinal testis, 
which the author considers to be due to 
incomplete failure of urogenital union. 
Such cysts usually cause no symptoms; if 
such a cyst is aspirated, the fluid is found 
to contain some spermatozoa. A similar 
small cyst may form after epididymec- 
tomy. 13 references. 5 figures. 

Streptomycin in Urinary Infections. Boris 
P. Petrof (Major, M.C., A.U.S.) and 
Fred W. Lucas (Lt., $.C., A.U.S.). 
Ann. Surg. 123:808-13, May 1946. 
In 77 cases of neurogenic bladder re- 
sulting from spinal cord injury, 40 de- 
veloped urinary infection while under 
treatment with tidal drainage; the 
others were voiding urine but also de- 
veloped infection. Cultures of the urine 
showed a mixture of gram-negative 
bacilli and gram-positive cocci. Penicillin 
caused the disappearance of the latter, 
but did not affect the gram-negative 
organisms. Streptomycin in a dosage of 
200,000 units every 3 hours (total dos- 
age 1,000,000 units) resulted in tem- 
porary sterilization of the urine, but the 
infection recurred, and the urine could 
not be completely sterilized by even 
larger doses of streptomycin (300,000 
units every 3 hours). The number of 
gram-negative organisms was definitely 
reduced, and the patients showed marked 
clinical improvement with rapid fall in 
temperature under streptomycin therapy. 
3 references. 3 tables. 8 figures (charts). 
Plastic Operations for Hydronephrosis. 
William Wallace Scott, University of 
Chicago Clinics, Chicago, Ill. §. Clin. 
North America 26:512-18, April 1946. 
Emphasis is placed on the desirability of 
a plastic procedure rather than nephrec- 


tomy in all cases of hydronephrosis 
secondary to ureteropelvic obstruction, 
excepting those complicated by suppura- 
tion or far advanced hydronephrotic 
atrophy. Careful selection of cases and 
proper selection of the type of pelvio- 
ureteroplasty will result usually in free- 
dom from symptoms, freedom from urin- 
ary infection, and a good functional, 
rather than absent kidney. No one type 
of plastic procedure will correct the 
wide variety of pelvic deformities. The 
procedure must be fitted to the particular 
deformity rather than the deformities 
fitted to one special procedure. The use 
of urinary antiseptics following plastic 
operations on the renal pelvis is empha- 
sized. Much of the recent success with 


use of the sulfonamides. Penicillin should 
prove a useful adjunct in the control of 
those organisms insensitive to the sul- 
fonamides. 


Varicocele. Francis A. Beneventi, New 


York, N. Y. Am. J. Surg. 71:783- 
87, June 1946. The treatment of 
varicocele by inguinal ligation of the 
internal spermatic vein is based on sound 
anatomic and physiologic principles and 
is the preferred operation. Cotton suture 
material has been used with considerable 
satisfaction. Eight of 28 patients had 
an associated inguinal hernia. These 
patients were in the older age group (29 
per cent). 


Diagnosis of Perinephric Abscess. Lloyd 


G. Lewis (Lt. Col., M.C., A.U.S.), 
Walter Reed General Hospital, Wash- 
ington, D.C. S. Clin. North America 
26:357-67, April 1946. Two cases 
are reported to demonstrate the difficult) 
of early diagnosis because of the pre- 
dominance of symptoms and signs of 
pulmonary disease. “Iwo others cases 
illustrate a difficult problem in roent- 
genographic diagnosis. The axial rota- 
tion of the kidney caused by contraction 
of the abscess with scarring in the late 
stages produced a “mouselike” deformity 
of the pyelogram. The kidney was not 
displaced by the pressure of the abscess 
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but rather was retracted by the scar 
involving the psoas muscle as well as the 
lower pole of the kidney. Absolute fixa- 
tion of the kidney is the only constant 
roentgen-ray finding in perinephric in- 
fection. This is best shown by obtaining 
upright films with the patient at full in- 
spiration. 

An Unusual Recto-Vesical Injury. Rodney 
Smith (Major, R.A.M.C.). Lancet 1: 
457, March 23, 1946. A patient fell 
in a sitting position on a pick in such a 
way that the pick perforated the rectum 
and also the bladder. He was unable 
to pass urine; no urine passed from the 
anus, although there was some dribbling 
of blood. At operation it was found that 
the perforation of the bladder was valvu- 
lar, which accounted for the misleading 
signs of acute retention and distension 
of the bladder. On lifting the triangu- 
lar flap of mucosa that covered the tear 
in the bladder, this was seen and re- 
paired and the mucosal flap replaced and 
fixed with a single fine suture. An in- 
guinal colostomy was done but the 
rectum was not sutured. Subsequently 


the rectal wound healed and the colos- 
tomy was closed. The patient had no 
pain and showed no sign of shock at the 
time of the injury. 

Calculus Formation in the Bedrest Patient. 
George C. Tully (Major, M.C., A.U. 
S.) and Lloyd E. Hawes (Major, M.C., 
A.U.S.), Rhoads General Hospital, 
Utica, N. Y. S. Clin. North America 
26:444-49, April 1946. The forma- 
tion of urinary calculi is a serious com- 
plication in bedrest patients. Thirty-two 
cases without urinary infection or ab- 
normality, are reported from the ortho- 
pedic wards, and 5 cases are from non- 
orthopedic wards. The calculi were 
usually discovered after the onset of 
either acute abdominal symptoms sug- 
gestive of appendicitis, or a typical renal 
colic, or the passage of a small stone. 
For the purpose of differential diagnosis 
of acute abdominal symptoms in a bed- 
rest patient three simple tests are carried 
out: an examination of the urine for red 
blood cells, a plain abdominal roent- 
genogram for radiopaque stone, and an 
emergency pyelogram for ureteral block. 


39. Gynecologic Surgery 


INDICATIONS AND ADVANTAGES OF COMPLETE 
ABDOMINAL HYSTERECTOMY VERSUS 
INCOMPLETE HYSTERECTOMY 


CrLaupE J. Hunr 
Kansas City General Hospital, Kansas City, Mo. 
Am. J. Surg. 71:723-27, June 1946 


Because of distressing symptoms of 
leukorrhea, occasional bleeding from 
the cervical stump or polypoid pro- 
trusion, the author became dissatisfied 
with the operation of subtotal hys- 
terectomy. He reports the complete 
removal of the uterus in 243 cases, 
without a mortality and without in- 
jury to the bladder or ureters. Bleed- 
ing during the operation has not been 
a problem. Postoperative pelvic in- 
fection is less in the total than in the 


subtotal operation because cutting 
across the cervix opens a field for 
infection even though the canal has 
been thoroughly cauterized. The 
average postoperative stay in the hos- 
pital was 14.7 days. The time of 
operation (less than | hour, usually) 
was not appreciably greater than that 
of subtotal hysterectomy. Sixty-five 
per cent of the patients were operated 
upon under spinal anesthesia. 

The average age of the patients 
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was 43 years; 213 had fibromyoma, 
6 fundal carcinoma, 4 carcinoma of 
the cervix, 20 miscellaneous pelvic 
disorders, ovarian cysts, tubo-ovarian 
disease and endometriosis. 

The author has not encountered any 
of the disadvantages often emphasized 
against the total removal of the 
uterus. The vaginal vault has been 
well supported in all cases and there 
has been no shortening of the vagina 
except in those cases having a con- 
genitally short vagina or where a 
cancer of the cervix had been treated 
previous to operation by radium and 
x-ray therapy, in which instances a 
wide vaginal cuff was removed along 
with the cervix. Marital relations 
following this procedure have been 
reported as satisfactory in most in- 
stances. 

If the patient is obese, the pelvis 
deep and inaccessible, the lower uter- 
ine segment fixed by fibrosis, or endo- 
metriosis is present with a firmly ad- 
herent rectum and rectosigmoid, total 
hysterectomy is contraindicated. In 
the nullipara with a normal cervix 
and in the young individual without 
cervical disease or familial cancer 
tendencies, it is not necessary to re- 
move the cervix. 

Cautery of the cervix and repair 
of cervical laceration are not con- 
sidered desirable if total hysterectomy 
can be safely performed. The mor- 
tality of total hysterectomy is less than 
the incidence of cervical stump cancer 
in properly selected cases under com- 
petent hands. It is the author’s policy 
in all cases in which there is no ovarian 
disorder to conserve the ovaries when 
possible. 

The right angle clamp below the 
cervix, across the vagina, as an aseptic 
precaution seems inadvisable; it 
shortens the vagina. It is better to 


open the vagina and reconstruct the 
vault under direct vision, building up 
a firm support by the uterosacral liga- 
ments, vaginal fascia and round liga- 
ments. 


[ A good discussion of the subject.- -Ep. ] 
REFERENCES TO CURRENT ARTICLES 
Genital ‘Tuberculosis in Women. Archibald 

L. McDonald, St. Luke’s and St. Mary’s 
Hospital, Duluth, Minn. Am. J. Surg. 
71:748-51, June 1946. While theo- 
retically possible, primary involvement of 
the cervix or lower genital tract is so 
rare that this form of disease may be 
practically disregarded. “Tuberculosis of 
the female genital organs is but a part 
or complication of a constitutional dis- 
ease with the primary focus in the lungs. 
Tuberculous peritonitis is usually due to 
lesions in the fallopian tubes and can be 
cured by removal of the pelvic focus of 
disease. This includes the fundus of 
the uterus and both tubes, all of which 
must be removed. 

Unsuspected Genital ‘Tuberculosis as a 
Main Cause of Tubal Occlusion. I. 
Halbrecht. Lancet 1:235-36, Feb. 16, 
1946. In 48 women in whom tubal 
occlusion was demonstrated by salping- 
ography, there were 11 with occlusion 
of only one tube; in 8 cases occlusion 
ocurred at the abdominal end of the 
tubes. Endometrial biopsy was done in 
all these cases, and endometrial tuber- 
culosis demonstrated in 18 cases. In 
most of these cases the presence of tuber- 
culous endometritis was not indicated 
either by clinical symptoms or by bi- 
manual pelvic examination. “The author 
is of the opinion that latent genital 
tuberculosis is the cause of tubal occlusion 
more frequently than has been supposed. 
In such cases operative treatment is not 
indicated; even curettage or tubal in- 
sufflation may cause a spread of the ‘in- 
fection. 5 references. 1 table. 

The Combined Manchester-Watkins In- 
terposition in the Treatment of Prolapse 
of the Uterus. B. A. Cashman, Pitts- 
burgh, Pa. Am. J. Obst. & Gynec. 
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51:706-707, May 1946. The com- 
bined Manchester-Watkins interposition 
operation was done on 15 patients, with 
satisfactory results. ‘This technic was 
used only in cases of first- and second- 
degree prolapse in which a particularly 
large cystocele was present and the tis- 
sues were atrophied. ‘There was no re- 
currence of cystocele or prolapse in this 
series. ‘Ihe interposition operation should 
not be carried out on a woman of the 
childbearing age unless the patient is 
sterilized. The cervix was amputated 
in the majority of cases. The sutures 
in the stumps of the divided cardinal 
ligaments were placed but not tied. The 
anterior cul-de-sac was opened then and 
the uterine fundus brought out and inter- 
posed as is done in the Watkins opera- 
tion. All sutures are then tied and a 
high posterior colporrhaphy is done. A 
perineorrhaphy completes the narrowing 
of the vagina. If there is relaxation 
around the neck of the bladder or if a 
urethrocele is present, a Kelly plication 
or the Jennedy operation is done prior 
to the procedure for interposition of the 
uterus. 5 references. 


Observations on the Treatment of Adeno- 


carcinoma of the Uterus. Laman A. 
Gray (Major, M.C., A.U.S.), Milton 
Friedman (Major, M.C., A.U.S.) and 
William S. Randall (Capt., M.C., A. 
U.S.). Surg., Gynec. & Obst. 82:386- 
404, April 1946. Ten cases of adeno- 
carcinoma of the uterus are reported in 
which large doses of radium were used 
in treatment. A special radium applica- 
tor (“‘hysterostat”) was employed, de- 
signed to give a more even distribution 
of radiant energy to all parts of the 
uterus. Seven of the 10 patients were 
given unusually large doses of radium 
(6,030 to 12,480 mg. hours). Hys- 
terectomy was done 38 days to 6 months 
later; all but 1 of these uteri showed 
residual carcinoma. In the 1 case with- 
out evidence of carcinoma, the tumor 
was a large undifferentiated carcinoma, 
and the total dosage of radium was 12,- 
480 mg. hours. Three patients had 


‘The authors are of 
the opinion that radium alone does not 
completely eradicate adenocarcinoma of 
the uterus; radical operation is subse- 
quently necessary. The specific indica- 
tions for preoperative radium therapy 
have not yet been satisfactorily deter- 
mined. 19 references. 1 table. 36 
figures. 


ovarian metastases. 


Cancer of the Cervix: A New Technique 


for Interstitial Implantation of Radium 
into the Parametrium. FE. Eugene 
Covington, Baltimore, Md.  Surg., 
Gynec. & Obst. 82:512-17, May 1946. 
In the treatment of cancer of the cervix, 
the first radium treatment consists in a 
total dosage. of 3,600 mg. hours with 
rubber tandems (1 mm. platinum filter) 
inserted into the intrauterine canal and 
into each lateral vaginal fornix. Roent- 
gen-ray therapy follows. Then, for 
treatment of the parametrium, four 
small incisions are made in the vaginal 
mucosa at equidistant points as far later- 
ally from the cervix as possible; a long 
tract is dissected into the parametrium 
through each of these incisions, and a 
rubber tandem of radium inserted into 
each tract. <A total dose of 1,260 mg. 
hours is given to each parametrium. 
This method has been employed in 100 
cases, 80 of which were in clinical stage 
III. Some of these patients were treated 
less than 5 years ago, but 76 are now 
living and under observation. 8 refer- 
ences. 1 table. 3 figures. 


Primary Carcinoma of the Fallopian Tubes. 


Karl A. Lofgren and Malcolm B. 
Dockerty, Rochester, Minn.  Surg., 
Gynec. & Obst. 82:199-206, Feb. 
1946. Only 16 cases of primary car- 
cinoma of the fallopian tubes were found 
in the pathologic material of the Mayo 
Clinic covering a period of 34 years. 
At operation, the gross appearance of 
the involved tubes did not indicate the 
malignant nature of the lesion in 10 in- 
stances. But in all cases a diagnosis of 
carcinoma was made by immediate ex- 
amination of fresh tissue. Hysterectomy 
with bilateral salpingo-oophorectomy was 
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done; in 2 cases dissection of pelvic 
lymph nodes was also done, and in 2 
cases an attempt was made to remove 
local peritoneal implants. Four of the 
patients have been operated on recently, 


but in 2 the prognosis is unfavorable 
because of peritoneal implants. Only 2 
of the other patients are known to be 
living, 10 and 14 years after operation. 
31 references. 7 figures. 


40. Vascular Surgery 


CONGENITAL ARTERIOVENOUS ANEURYSMS OR FISTULAS 


Grant P. PENNOYER 
Goldwater Memorial Hospital, New York, N. Y. 
S. Clin. North America 26:343-48, April 1946 


Three cases of congenital arterio- 
venous aneurysms are reported. 

The author considers that racemose 
and cirsoid aneurysms, arterial an- 
giomas and congenital arteriovenous 
fistulas are the same condition. They 
occur in young people as pulsating 
tumors over which there is a loud 
continuous bruit and a palpable thrill. 
There is hypertrophy of all vascular 
elements in pathologic section. This 
added to the progressive course and 
destructive action by pressure necrosis 
sometimes leads to an erroneous diag 
nosis of malignant neoplasms. 

Attempts at excision as of an ordin 
ary tumor are almost sure to culminate 
unsuccessfully because of uncontrol 
able hemorrhage. If the involved 
artery is the main arterial supply to an 
extremity, simple ligation is likely to 
result in gangrene, as in the case of 
traumatic arteriovenous aneurysms. 
Attempts must be made to eradicate 
the fistula while the main artery is 
temporarily occluded. If the blood 
supply to an extremity is not in 
volved, ligation of the afferent ar 
teries and efferent veins will some 
times cure the lesion without excision 
of the tumor. 


REFERENCES TO CURRENT ARTICLES 

Causes of Amputations in Battle Casualties 
with Emphasis on Vascular Injuries. 
Charles B. Odom (Col., M.C., A.U. 
S.). Surgery 19:562-69, April 1946. 
In a series of 1,833 amputations in the 
European campaign, the main causes of 
amputation were gas gangrene, trau- 
matic amputations and vascular injuries. 
Diffuse clostridial myositis occurred in 
14 per cent, traumatic amputations in 
63 per cent, and vascular injuries in 23 
per cent of this series. Vascular injuries 
constituted less than 1 per cent of total 
battle casualties but are a group in which 
the greatest salvage of extremities can 
be made. The method of Blakemore 
and associates of nonsuture repair of 
blood vessels was found impractical for 
routine use. Sympathetic blocks proved 
disappointing. Repair of injured ar- 
teries was followed by 19 per cent less 
gangrenous extremities than ligation of 
the same vessels. 6 references. 8 tables. 
1 figure. 

The Clinical Signs of Disturbances in the 
Blood Circulation in the Mesenteric 
Vessels Caused by ‘Thrombosis and 
Emboli (Klinika Narushenya Krovoo- 
brashchenya uv Sosudakh Brizheyki na 
Pochve ikh Tromboza i Embolu). A. 
A. Zemetz, First Therapeutic Clinic, 
TSIU. Klin. med. 23:50-56, No. 6, 
1945. The symptomatology of infarcts 
and thrombosis of the mesenteric vessels 
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is discussed on the basis of 6 reported 
cases. Angina abdominalis (painful in- 
testinal spasmodic affection, on the basis 
of arteriosclerosis), may be the only 
symptom, especially in slowly developing 
thrombosis. In such cases the intensity 


41. Arteries 


of the pain slowly increases, whereas in 
emboli the full intensity of the pain oc- 
curs in the first few minutes. The clin- 
ical signs of disturbances in blood circu- 
lation in the mesenteric vessels are caused 
by thrombosis and emboli. 


ANGIOGRAPHY—AN EVALUATION OF ITS USEFULNESS 
ARTHUR H. BLAKEMORE 
Presbyterian Hospital, New York, N. Y. 
S. Clin. North America 26:326-42, April 1946 


When there is serious doubt in 
diagnosis, the cerebral vessels can be 
visualized safely to rule out, for ex- 
ample, the presence of an arterial 
aneurysm. The author has employed 
angiography of the vessels of the head 
to localize more accurately the site of 
a traumatic arteriovenous fistula. In 
cases of congenital arteriovenous 
aneurysm of the cerebral vessels im- 
portant information may regularly be 
gained from angiography. 

The right common carotid artery 
has been used for retrograde visual- 
ation of the arch of the aorta em- 
ploying a long, flexible needle with a 
tapered blunt stylet. Visualization 
in sequence by radiography of the 
superior vena cava, heart chambers, 
pulmonary vessels, aorta and branches, 
following the rapid introduction of 
70 per cent diodrast in an arm vein, 
is a great achievement in angiography. 
In cardiovascular disease the method 
of contrast roentgenography has given 
a degree of precision in diagnosis 
previously unattainable. It may aid 
in the diagnosis and treatment of the 
various types of mediastinal disease. 

he most striking results are ob- 
tained, however, in disorders such as 
aneurysm of the pulmonary artery, 
aortic disease, and pericardial and con- 


genital abnormalities in which recog- 
nition is difficult or impossible with 
conventional methods of study. Sat- 
isfactory visualization of the arch of 
the aorta for the diagnosis of aneu- 
rysm or patent ductus has been at- 
tained by the retrograde injection of 
a contrast medium through the right 
common carotid artery or the right 
brachial artery. The author has found 
aortograms extremely useful in check- 
ing the degree of clotting within aneu- 
rysms when employing the electro- 
thermic method of coagulating aneu- 
rysms. 

Arteriography of arteriosclerotic 
peripheral arteries requires a word of 
caution. It should be remembered 
that all the radiopaque substances 
employed in angiography are irritating 
to the vessel wall. Though it may be 
claimed that the irritation is insuf- 
ficient to cause enough direct damage 
to the intima to serve as a localizing 
focus for the initiation of a thrombus, 
the substances all cause vasospasm. 
The latter may, in the presence of 
arteriosclerotic intimal plaques, be 
just sufficient to initiate thrombosis in. 
the distal branches of the artery. Some 
observers in the early days of an- 
giography suggested the method as an 
aid in revealing the adequacy of col- 
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lateral branches around areas of ob- 
struction. Arteriography for this 
purpose is, in the author’s opinion, 
dangerous; furthermore, because of 
the superimposed vasospasm, it is not 
particularly informative. 

Perhaps the most informative ap- 
plication of angiography is in cases of 
arteriovenous fistula—congenital or 
acquired. Whereas in congenital 
fistulas, which are almost invariably 
multiple, the angiogram may not 
always disclose the actual fistulas, it 
is nevertheless sufficiently localizing 
to be an important guide to surgical 
therapy. 

In arterial anastomosis, arteriogra 
phy shows whether a given anastomo- 
sis is patent or not and is useful as a 
protographic record which may be em 
ployed in testing the efficiency of a 


THE TECHNIC OF 


given technic of blood vessel anasto- 
mosis. Arteriography has been em- 
ployed extensively in testing the 
efficiency of a nonsuture method of 
blood vessel anastomosis using vital- 
lium tubes. 

There are occasions in which ve- 
nography is extremely useful. How- 
ever, the author does not favor its use 
in cases of acute thrombophlebitis or 
phlebothrombosis of the extremities. 
Its greatest usefulness is in determin- 
ing the adequacy of the deep venous 
system of the leg in old postphlebitic 
cases. There may be cases of inferior 
vena cava obstruction in which it is 
desirable to know the exact level of 
the obstruction. In cases of obstruc- 
tion of the great veins in the thorax 
venography is useful. 


LUMBAR SYMPATHECTOMY 


GEzA DE TAKATS 
University of Illinois College of Medicine, Chicago, III. 
S. Clin. North America 26:56-69, Feb. 1946 


The author recommends the an- 
terolateral, muscle-splitting, extra- 
peritoneal approach to the lumbar 
sympathetic chain. The removal of 
the second and third lumber sympa- 
thetic ganglia is performed under 
spinal anesthesia, followed by early 
ambulation. The two chains can be 
removed 1 week apart. There has 
been no mortality after several hun- 
dred sympathectomies performed by 
the author. When infection occurs, 
drainage may be prolonged because 
of the difficulty of clearing up the 
retroperitoneal space. Two such long- 
draining infections have been en- 
countered. 


The rehabilitating effect of the 
operation is remarkable; it may have 
to be combined in the advanced cases 
of obliterative vascular disease with 
minor amputations. The improve- 
ment in circulation and the stability 
in blood flow are equivalent, if not 
in many instances superior, to the re- 
sults of many months and years of 
physical therapy, mechanical vascular 
exercises, drugs and prolonged bed 
rest with loss of earning power. The 
operation promises to become one of 
the most widely employed procedures 
in vascular surgery. 
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VASCULAR INJURIES OF THE EXTREMITIES IN BATTLE 
CASUALTIES 


CuHarves A. Rose (Major, M.C., A.U.S.), Orvan W. Hess (Capt., M.C., A.U.S.) 
and CHARLEs Stuart WELCH (Lt. Col., M.C., A.U.S.) 
Ann. Surg. 123:161-79, Feb. 1946 


In 100 cases of war injuries of the 
major arteries of the extremities 
treated at an evacuation hospital dur- 
ing the campaign in northern Europe, 
the average time between wounding 
and operation was 15.5 hours, vary- 
ing from’ 4 to 51 hours. Plasma 
employed to combat shock in 52 of 
these patients was usually given at the 
battalion aid or clearing stations. 
Blood transfusions were given in the 
hospital to 55 patients. The best 
guides in the treatment of shock were 
the blood pressure and the hematocrit 
readings. 

Almost all operations were done 
under nitrous oxide-oxygen-ether 
anesthesia; in some cases anesthesia 
was induced with pentothal sodium 
and maintained with inhalation anes- 
thesia; in some operations of short 
duration pentothal sodium alone was 
used. In 9 of the 100 cases primary 
amputation of the extremity was 
necessary; in all these cases the wound 
was extensive and complicated by 
compound fracture, and in all at least 
16 hours had elapsed before opera- 
tion could be done. In 5 cases a 
lacerated artery was repaired (ar- 
teriorrhaphy); in those cases there 
were no arterial thromboses and no 
complicating fractures, and in 3 cases 
the tissue damage was slight. Liga- 
tion of the injured artery was done in 
70 cases. In some of these cases ar- 
terial anastomosis might have been 
done, but there was a lack of the 
necessary material early in the cam- 
paign, and under war conditions there 
was often insufficient time for per- 


forming long operations which in- 
volved a considerable hazard in the 
severely wounded. Of these 70 pa- 
tients, 37 subsequently developed 
gangrene of some part of the extrem# 
ity after operation and 33 had a viable 
extremity. Arterial anastomosis was 
done in 8 cases, using the vitallium 
tube method described by Blakemore, 
Lord and Stefko. One of these pa- 
tients died from anuria resulting from 
a crush syndrome; an anastomosis of 
the brachial artery had been done in 
this case, and the hand and arm were 
viable on the day of death. Of the 
7 surviving patients, 5 developed gan- 
grene of the extremity and 2 had a 
viable extremity. Since a successful 
anastomosis delivers blood to the 
distal arterial segment, the authors 
are of the opinion that the chief causes 
of failure with this operation are 
thrombosis and spasm in the distal 
arterial tree. Conservative treatment 
(débridement of the wound or 
wounds) was employed in 8 cases. 
Postoperatively, penicillin and sul- 
fonamide therapy, begun before oper- 
ation, was continued. Blood trans- 
fusions were given as indicated by 
the hematocrit readings; in a few pa- 
tients the temperature of the leg was 
lowered but only a small amount of 
ice was available; the injured extrem- 
ity was usually placed below the level 
of the heart. Lumbar sympathetic 
ganglion block with 2 per cent pro- 
caine was done 139 times; cervical 
sympathetic block was done in 5 of 
51 patients with upper extremity 
wounds. In most of these cases the 
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sympathetic block did not appear to 
have a favorable effect on the viability 
of the extremity, yet it is of value in 
cases of arterial spasm. 

There were 6 deaths in the hospital 
in these 100 cases; in 3 of these cases 
death was due to gas gangrene. For 
all types of arterial injuries treated 
by various methods, the incidence of 
resulting impairment of circulation 
with loss of some portion of the ex- 


PULSATING HEMATOMA, 


tremity from gangrene was 50 per 
cent for the axillary artery, 37 per 
cent for the brachial artery, 71 per 
cent for the femoral artery and 67 
per cent for the popliteal artery. Im- 
portant factors in determining the end 
results are the time elapsing between 
injury and operation, the type of ar- 
terial wound, and the amount of tissue 
damage. 5 references. 6 tables. 


FALSE ANEURYSM, AND 


ARTERIOVENOUS FISTULA DUE TO WAR INJURIES 


HERBERT Conway (Lt. Col., M.C., A.U.S.) and GeorGe: PLain (Lt. Col., M.C., 
A.U.S.) 
Surgery 19:383-406, March 1946 


Twenty patients with peripheral 
vascular injuries following war 
wounds were operated upon. Included 
are 10 cases of arteriovenous fistula, 
6 of false aneurysm and 4 of pulsating 
hematoma. Operation for relief of 
vascular injuries should be postponed 
if possible until collateral circulation 
has been established. It was neces- 
sary to operate comparatively early 
upon 15 of these patients, but the 
interval between injury and opera 
tion averaged 61 days for the fistula 
patients and 38 days for the other 
patients. 

It was noted that bruit over a 
pulsating hematoma is faint while that 
over a false aneurysm is relatively 
loud. There were severe pain, an 
increased angle of flexion, deformity 
and diminished bruit in cases of sec- 
ondary hemorrhage from false aneu- 
rysms or pulsating hematomas. Im- 
pairment of function of peripheral 
nerves was noted in all patients with 
false aneurysm and pulsating hema- 
toma but in only 2 cases of arterio- 
venous fistula. Secondary internal 


hemorrhage with development of an 
hourglass type of pulsating hematoma 
developed in 3 cases of arteriovenous 
fistula, 2 of. false aneurysm and 2 of 
pulsating hematoma. The secondary 
hematomas developed in a fascial 
plane adjacent to that in which the 
primary aneurysm was formed. It 
was demonstrated that bed rest and 
immobilization of an extremity by 
sling or sand bag did not insure 
against secondary hemorrhage. 
Contracture of the joint nearest a 
vascular lesion was seen in only 1 pa- 
tient with arteriovenous fistula but 
regional flexion contracture developed 
soon after injury in 5 patients with in- 
complete arterial laceration. Opera- 
tive findings show that this is caused 
by the great force of the arterial pres- 
sure acting upon the peripheral venous 
system. There is minimal fibrous 
reaction around such fistulas. The 
force of the arterial pressure is exerted 
in the direction of the path of the 
missile in patients in whom the artery 
is incompletely lacerated but there 1s 
no injury of the adjacent vein. Sub- 
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sequent clot formation causes an in- 
flammatory reaction which is reflected 
in local splinting, the nearest joint 
being held in flexion. 

Frequent block of the regional 


sympathetic ganglia with novocaine 
was used as an adjunct to surgical 
excision of the lesion in 8 cases. 2 
tables. 11 figures. 


LIGATURE OF THE CAROTID ARTERY IN INTRACRANIAL. 
ANEURYSMS 
H. OLIVECRONA 


Neurosurgical Clinic, Serafimerlasarettet, Stockholm, Sweden 
Acta chir. Scandinav. 91:353-68, 1944 


In 25 cases of intracranial aneu- 
rysm, ligature of the common carotid 
was done in 2 cases and of the internal 
carotid in 23 cases. In some of the 
latter, both internal and common 
carotid arteries were ligated. Coarse 
linen thread was used, and in 2 cases 
strips of fascia. The series included 
3 saccular and 6 arteriovenous aneu- 
rysms of the infraclinoidal type, and 
9 saccular and 7 arteriovenous aneu- 
rysms of the supraclinoidal type. In 
arteriovenous aneurysm carotid liga- 
tion is very dangerous, especially in 
the supraclinoidal type. In the latter 
the intervention is justifiable only as 
a preliminary measure to removal of 
the lesion. In the infraclinoidal type, 
the common carotid should be ligated 
first, and the internal carotid after 
several weeks or months. In cases 
in which direct ligation of the internal 
carotid appears possible, a simul- 
taneous ligation of the artery below 
the circle of Willis will prevent a 
short circuit of the collateral circula- 
tion. If cerebral ischemia develops 
following ligation, the wound must 
be reopened and the ligature removed 
immediately. 

Ligature was well tolerated in the 
3 saccular infraclinoidal aneurysms, 
but had to be removed in 2 of 4 cases 
of infraclinoidal arteriovenous aneu- 


rysm. Transient neuroligic sequelae 
were noted in 2 of the 8 cases of supra- 
clinoidal seccular aneurysm, in which 
the common carotid was ligated. They 
included hemiplegia, trigeminal pain, 
aphasia and facial palsy. In 1 case 
of this type of aneurysm, the interna] 
carotid was ligated. The results of 
ligation are poor in supraclinoidal ar- 
teriovenous aneurysm. Hemiplegia 
developed in 4 patients; in 2 it re- 
mained permanent. In 5 of 6 cases 
developing severe symptoms of cere- 
bral circulatory deficiency, the liga- 
ture had to be removed. In some 
supraclinoidal saccular aneurysms, 
ligature of the common carotid was 
followed in several months by ligature 
of the internal carotid artery. 

In  infraclinoidal arteriovenous 
aneurysm, ligature of the internal 
carotid will not suffice. It is suggested 
that a silver clip may be applied just 
above the cavernous sinus immediately 
after ligation, to prevent short-cir- 
cuiting of the collateral circulation, 
especially in young patients. In older 
subjects, it is best to ligate the interna] 
carotid first and the common carotid 
some months later. 

Arteriovenous fistula acts like a 
compression of the large cerebral ar- 
teries, and carotid ligature may cause 
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a dangerous drop in blood pressure 
in the main arteries on the involved 
side. From the type of lesion and the 
effect on the cerebral and general cir- 
culation, the dangers of ligation can 
often be foreseen. It should be kept 
in mind that there may be anatomic 
variations in the circle of Willis and 
that vascular syphilis and arterio- 


sclerosis may also influence results. 8 
references. 1 plate. 1 table. 
[Temporary occlusion of the common 
or internal carotid artery for a period of 
20 minutes, using procaine anesthesia, 
should be carried out as a preliminary step 
prior to ligation of these vessels. In the 
absence of any symptoms of cerebral ane- 
mia, permanent ligation can usually be done 
without danger of this complication.—Ep., ] 


RESULTS FOLLOWING BANDS AND LIGATURES ON THE 
HUMAN INTERNAL CAROTID ARTERY 


Wa.rter E. Danpy 
Baltimore, Md. 
Ann. Surg. 123:384-96, March 1946 


Six’specimens of the human internal 
carotid were removed at operation for 
microscopic study at varying periods 
of time (16 to 58 days) after partial- 
ly occluding bands of fascia lata had 
been placed on the vessels. Two 
specimens of the same vessel were 
studied for extent of propagation of 
intra-arterial thrombosis following 
total occlusion of the internal carotid 
in one case and of the common carotid 
in the other. A specimen of the in- 
tracranial internal carotid was re- 
moved 19 days after a silver clip had 
occluded the artery. 

Bands of fascia lata, either single 
or double, used in these and 24 other 
cases proved satisfactory. Although 
they disintegrated, dense connective 
tissue surrounded the fascia and pre- 
vented the artery from re-expanding. 
The artery under the fascial band did 
not become necrotic as it did under an 
aluminum band. The intima was un- 
changed. There was no thrombus 
formation. 


Where a clip occluded the intra- 
cranial internal carotid, there was no 
intra-arterial thrombus after 19 days. 
The same was true in 4 other cases. 
This is a disadvantage when thrombus 
formation is desired to cure the aneu- 
rysm. 

In the patient whose internal caro- 
tid was completely ligated 2 years 
before, the thrombus filled the artery 
higher than the incision in the neck 
but the common and external carotids 
were patent. In the other patient, 
whose common carotid was ligated 6 
months before, the common carotid 
was thrombosed lower than the ex- 
posure. The external carotid was 
patent and the thrombus in the in- 
ternal carotid extended about 2 cm. 
above the bifurcation, after which the 
artery was patent. This shows that 
the termination of a _ propagating 
thrombus is not determined “by the 
nearest sizable branch.” 19 refer- 
ences. 5 figures. 
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THE TREATMENT OF ACUTE ARTERIAL OCCLUSION OF 
THE EXTREMITIES WITH SPECIAL REFERENCE 
TO ANTICOAGULANT THERAPY 


Netson W. Barker, Epcar A. Hines and WALTER F. KvALe 
Mayo Clinic, Rochester, Minn. 
Minnesota Med. 29:250-52, March 1946 


The function of the limbs was re- 
stored in 6 cases of acute arterial em- 
bolism and in 6 of 9 cases of acute 
arterial thrombosis following anti- 
coagulant therapy with heparin. There 
was | death in each group; in the 
former, death occurred after 11 days 
of therapy and recovery of the ex- 
tremity; in the latter, gangrene de- 
veloped 4 days after therapy wasvin- 
stituted and death followed 7 days 


Embolectomy and _ thrombectomy 
were not required in any of the pa- 
tients and local anesthetization of the 
sympathetic ganglions was necessary 
in only 1 patient. 

The two cardinal principles in treat- 
ing these disorders (relaxation of the 
arterial spasm and the rapid institution 
of measures to prevent further throm- 
bosis) are still the predominant means 
of saving extremities and prolonging 


after amputation of the extremity. life. 2 references. 
ACUTE ISCHAEMIA OF THE ANTERIOR TIBIAL MUSCLE 
AND THE LONG EXTENSOR MUSCLES OF THE TOES 


Cart E. Horn (Major, M.C., A.U.S.) 
|. Bone & Joint Surg. 27:615-22, Oct. 1945 





A peculiar vascular disorder of the 
anterior fascial tissues of the leg was 
observed in young otherwise healthy 
soldiers. The symptoms _ included 
sudden onset of severe pain and swell- 
ing with varying degrees of erythema 
and glossiness over the region in- 
volved and varying degrees of func- 
tional impairment of the common 
peroneal nerve. It is believed that 
excessive strain on the anterior tibial 
artery during infantry training or 
athletic training may play some etio- 
logic role, and several cases have de- 
veloped during protracted marches. 


Karly block of the lumbar sympa- 
thetic ganglia or vertical incision of 
the anterior fascia cruris will aid in 
restoration of circulation and nerve 
function. In case of persisting seg- 
mental arterial spasm or development 
of arterial occlusion, arteriectomy is 
recommended. It is emphasized that 
idiopathic clawfoot may result from 
ischemic contracture of the anterior 
tibial muscle and long extensor muscle 
of the toes. Two illustrative cases 


are reported. 16 references. 6 fig- 
ures, 
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TRAUMATIC ANEURYSM: THE MATAS OPERATION— latic 
FIFTY-SEVEN YEARS AFTER a | 
Daniet C. Evxin (Col., M.C., A.U.S.) a tu 
Surg., Gynec. & Obst. 82:1-12, Jan. 1946 and 
; lant 
During a period of 30 months 106 war, because of the increased number the 
cases of false aneurysm were treated of multiple wounds from high ex- ae 
surgically. The Matas operation was plosive shells, grenades and antiper- ines 
employed in 61 cases and other oper- sonnel mines. Many small fragments By 
ations, most frequently complete ex- produce false aneurysms. The Matas ae 
cision of a small sac, in 45 cases. operation is indicated especially in gre 
Cases treated by intrasaccular suture large aneurysms, dissection of which ae 

included § axillary, 14 brachial and might involve destruction of nerves, 
11 femoral aneurysms, 2 iliac, 1 muscles and other blood vessels. In REI 
peroneal and 7 popliteal aneurysms. smaller aneurysms or lesions com 
The profunda femoris was involved plicated by nerve injury, a neurolysis Sur; 
in 3 cases, the radial in 4, the superior or nerve suture with excision of the ( 
gluteal in 1, the anterior tibial in 3, aneurysm is preferable. In cases of , 
the posterior tibial in 8, and the ulnar arterial aneurysm with a large venous J 

in 2 cases. Eight illustrative cases are sac, intrasaccular suture is recom- 
described. mended. ; 
The results were excellent, with no Among the technical points em- ; 
deaths, no recurrences, and no gan- _phasized are the application of a tour- ‘ 
grene. Sympathectomy may be of niquet or temporary occlusion of the s 
value in increasing the blood supply vessels before opening the sac. By \ 
in ischemia but was not performed in dissecting and individually ligating ‘ 
this series. When preoperative tests the proximal and distal vessels from 
of the collateral circulation indicated surrounding structures within the sac, 
a deficiency, the vessel proximal to injury to concomitant veins or nerves 
the aneurysm was compressed for may be avoided. A diagrammatic 
some time before operation. Asarule illustration of procedures in use be- 
collateral circulation is fully estab- fore the Matas operation and of endo- 
lished 3 months after injury. aneurysmorrhaphy is presented. | 
More vascular injuries occurred in table. 12 figures. 
the present war than in any previous : 
\ 
THE HEALING OF ARTERIES AND THE RELATIONSHIP TO | 

SECONDARY HEMORRHAGE 
Gorpon Murray and J. N. JANEs | 
Toronto, Canada 

Surgery 18:624-27, Nov. 1945 ™ 
" 

Experiments on dogs in repair of can be avoided by administration of 

arteries showed that sutures give bet- heparin. Severe infection, hemor- 

ter results than application of metal rhage and amputation may be pre- 

bands. Thrombosis at the suture line vented by early restoration of circu- 
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lation in the main arteries. This can 
be best accomplished by employing 
a tube temporarily to bridge the gap 
and by administration of anticoagu 
lants. The tube is later removed and 
the defect is repaired by end-to-end 
suture of the injured vessel or by 
venous graft which is sutured in place. 
By employing these methods for im- 
mediate repair the danger of gan 
grene and sepsis in wounds of the ar 
teries is greatly diminished. 


REFERENCES TO CURRENT ARTICLES 


Surgical Management of Acute Arterial 
Occlusion. Gerald H. Pratt (Comdr. 
M.C., U.S.N.R), New York, N. Y. 
J. A. M. A. 130:827-30, March 30, 
1946. Surgical methods of relieving 
arterial occlusion are discussed. Com- 
plete lacerations or contusions are treated 
early by surgical repair of the severed 
artery; if treatment is delayed, by re- 
section of the artery and accompanying 
vein; if amputation is necessary, it 
should be of the modified guillotine type. 
Aneurysms developing with incomplete 
laceration of major vessels usually call 
for a resection of the artery and vein 
with subsequent nerve blocks after 3 
to 6 months. Embolectomy within 12 
to 24 hours is indicated when sudden 
occlusion of a major vessel occurs with 
arterial embolism. Acute occlusion caused 
by- infection is treated by the sulfona- 
mides, penicillin and specific serums; if 
uncontrolled, a relatively early amputa- 
tion at the vital level is required. When 
a scalenus anticus syndrome with or 
without cervical rib is the cause of oc- 
clusion of the artery of the upper ex- 
tremity, scalenotomy is done. 8 refer- 
ences. 4 figures. 

Resection of the Clavicle in Vascular Sur- 
gery. Daniel E. Elkin (Col., M.C., 
A.U.S.) and Frederick W. Cooper, Jr. 
(Capt., M.C., A.U.S.). J. Bone & 
Joint Surg. 28:117-19, Jan. 1946. 


The clavicle frequently prevents ade- 


quate exposure of the vessels at the base 
of the neck. Because the safety of vas- 
cular surgery in this region depends 
upon accuracy of isolation of these struc- 
tures, part of the clavicle is usually re- 
moved. Subperiosteal removal is de- 
scribed. Removed bone is not replaced 
but regenerates. Results were excellent 
in a series of 48 cases, patients usually 
returning to normal activity within 6 
or 8 weeks. New bone can be palpated 
within a few weeks but cannot be dem- 
onstrated by a roentgenogram for several 
months. 1 table. 7 figures. 


Mycotic Aneurysm of the Ulnar Artery. 


Jerome J. Klein and David Crowell, 
New York, N. Y. J. A. M. A. 130: 
1220-21, April 27, 1946. A mycotic 
aneurysm developed during the course 
of penicillin therapy in a case of subacute 
bacterial endocarditis. “The aneurysm 
was removed surgically, and the endo- 
carditis was cured with massive doses of 
penicillin (10,225,000 Oxford units ad- 
ministered in 29 consecutive days. Ade- 
quate penicillin therapy was believed to 
have contributed to the success of the 
operation. 7 references. 4 figures. 


Aneurysm of Hepatic Artery. W. L. Mc- 


Namara (Lt. Col., M.C.), L. A. Baker 
(Lt. Col., M.C.) and Kenneth Costich, 
Hines, Ill. Ann. Surg. 123:427-35, 
March 1946. A case of ruptured aneu- 
rysm of the hepatic artery in a patient 
with rheumatic heart disease is reported. 
The case may have been of infectious 
origin since no gross or microscopic evi- 
dence of syphilis or arteriosclerotic 
changes were noted. Diagnosis is very 
difficult and in this case was established 
at operation and confirmed by autopsy. 
The chief complaint was shortness of 
breath. The heart and liver were en- 
larged. An exploratory celiotomy was 
done. In the majority of cases pain, 
hemorrhage and jaundice are outstand- 
ing symptoms. Ligation of the hepatic 
artery, recommended by some authors, 
is considered dangerous and generally 
unsatisfactory by others. 14 references. 
1 figure. 
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Suture of the Popliteal Artery: Report of 


Three Cases. Pat R. Imes (Major, 
M.C,. A.U.S.). Surgery 18:644-46, 
Nov. 1945. Injury of the popliteal ar- 
tery usually requires amputation below 
the knee. Eight consecutive cases of 
this type of injury were treated in an 
evacuation hospital in Italy. In 3 cases, 
vascular suture and anastomosis were 
attempted in spite of the poor results 
attributed to such procedure, and am- 
putation was avoided. Functional end 
results must be evaluated at a later date. 
Sympathectomy or sympathetic — block 
would seem indicated to relieve arterial 
spasm. 


Aneurysm of the Abdominal Aorta. Ar- 


thur H. Blakemore, Presbyterian Hos- 
pital, New York, N. Y. S. Clin. North 
America 26:349-56, April 1946. The 
only safe and certain curative treatment 
for aneurysm of the abdominal aorta is 
a two-stage endoarterial occlusion of the 
aorta proximal to the aneurysm with ob- 
literation of the aneurysm sac. Such a 
treatment for aneurysms of the aorta 
arising distal to the renal arteries em- 
ploys a wiring method of endoarterial 
occlusion with obliterative electrother- 
mic coagulation of the aneurysm. The 
method has proved equally successful for 
arteriosclerotic or syphilitic aneurysms of 
the fusiform or saccular variety. Since 
it has been found that duration of life 
following onset of hemorrhage in cases 
of ruptured arteriosclerotic aneurysm of 
the abdominal aorta is about 3 to 4 days, 
adequate time is afforded to institute sur- 


gical therapy. The syphilitic cases ob- 
served were accompanied by pain of the 
severe, radicular variety, the result of 
vertebral erosion with nerve root com- 
pression. The pain could usually be 
mapped out to correspond with nerve 
trunk distribution. Bone erosion is rare 
in arteriosclerotic, aneurysm. Arterio- 
sclerotic aneurysms of the abdominal 
aorta invariably involve the vessel low 
down, while syphilitic aneurysms mostly 
arise above the renal arteries. 


Thrombosis and Embolism of the Ab- 


dominal Aorta. J. L. Diamond, Fargo, 
N. D. Minnesota Med. 28:807-10, 
Oct. 1945. In a case of thrombosis of 
the abdominal aorta in a man of 50) 
years, the atherosclerotic plaques on the 
aorta formed a nidus for the develop- 
ment of the thrombosis. A review of 
the literature indicates that this thrombus 
was one of the largest ever reported. 


Traumatic Aneurysm of the Extremities. 


Gerald H. Pratt (Comdr., M.C., U.S. 
N.R.). Am. J. Surg. 71:743-47, June 
1946. The author reports the occur- 
rence of 5 cases of aneurysm in a ship- 
load of approximately 450 wounded 
men. Where possible, the operation 
should be postponed for 3 to 6 months 
to permit adequate collateral circulation 
to develop, but where the wound is 
open or infected, delay is dangerous. 
Sympathetic nerve blocks are an im- 
portant part of the therapy, and may be 
the difference between success and fail- 
ure in the surgical treatment. 
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42. Veins 


THE INNERVATION OF THE VEINS: ITS ROLE IN PAIN, 
VENOSPASM, AND COLLATERAL CIRCULATION 
A. pE Sousa PEREIRA 


Oporto University Faculty of Medicine, Oporto, Portugal 
Surgery 19:731-42, May 1946 


Venographic studies on_ patients 
under local anesthesia reveal that 
veins are innervated by afferent sen- 
sory and efferent vasomotor pathways. 
Direct mechanical or chemical stimu- 
lation of the former at the level of 
the vein wall may cause pain. The 
relief of venous pain and venospasm 
in acute phlebitis and thrombophlebi- 
tis by intravenous anesthesia of the 
vein or anesthetic block of the sympa- 
thetic chain suggests that venospasm 
is a factor in producing pain. In these 
diseases, the venospasm may extend 
far beyond the phlebitic or throm- 
bosed vein. It may be relieved by 
peripheral anesthesia of the venous 
wall or by interrupting the efferent 
sympathetics. The latter technic in 
thrombophlebitis was followed by an 
increase in the collateral venous cir- 
culation. The facts suggest that 
venous innervation as to pain, spasm 
and collateral circulation is similar to 
that of the arteries. 31 references. 
5 figures. 


REFERENCES TO CURRENT ARTICLES 


Venous Interruption in Thrombo-Embolic 
Disease. Editorial. Surgery 19:434-36, 


March 1946. Interruption of the 
femoral veins at the groin has become an 
accepted method of preventing pulmo- 
nary embolism. Analysis of reported 
complications indicates that too much of 
the venous flow from the leg has been 
interrupted. Interruption of the super- 
ficial femoral vein just below its junction 
with the deep femoral is safest and will 
prevent fatal embolism. Indications for 
interruption of the inferior vena cava or 
common iliac veins are discussed. 
Properly performed, these procedures 
will save lives and eliminate the long 
convalescence of conservative treatment 


of thrombophlebitis. 


Contracture of the Scalenus Anterior, 
Causing Aneurysmal Varix of Right In- 
ternal Jugular Vein. M. John Rowe, 
Tichenor Orthopedic Clinic, Long 
Beach, Calif. J. Bone & Joint Surg. 
28:147, Jan. 1946. Contraction of the 
scalenus anterior muscle on the under- 
lying brachial plexus and subclavian ar- 
tery may cause neurologic and vascular 
disturbances in the upper extremity. 
Possible causes are congenital, traumatic 
and neurologic. Peripheral neuralgia 
and circulatory deficiency of the upper 
extremity may result. A case report is 
given with description of operation. 
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43. Orthopedic Surgery 
TRAUMATIC RUPTURE OF ADDUCTOR MUSCLES OF THE 
THIGH 


GEORGE CRILE, JR. (Comdr., M.C., U.S.N.R.) 
U. S. Nav. M. Bull. 46:719-23, May 1946 


Observations on 3 cases of so-called 
hernias of the adductor muscles of the 
thigh indicate that the condition is 
not a hernia but a traumatic rupture 
of these muscles, and cannot be cor- 
rected by repair of the fascia. The 
upper end of the muscle is torn loose 
from its insertion and contracts into 
a thick mass on the upper inner aspect 
of the thigh; the mass disappears 
when the muscle is relaxed. The usual 
symptoms are pain and weakness of 
the affected thigh. 

Correction of the deformity of a 
ruptured adductor muscle should aim 
at fixation of the distal end of the 
muscle or excision of the muscle tissue. 
In late cases, satisfactory repair is im- 
possible because of atrophy, con- 
traction and fibrosis, and it is doubtful 
that any type of surgery is of symp- 
tomatic benefit. Conservative treat- 
ment and reassurance are recom. 
mended, and the mass may be excised 
for cosmetic reasons. 6 references. 2 
figures. 

{ Worth while.—Eb. | 


REFERENCES TO CURRENT ARTICLES 
Rotation Osteotomy: A Method Employed 
in Cases of Club-Foot. Ragnar Magnus- 
son, Orthopedic Clinic, Lund, Sweden. 
J. Bone & Joint Surg. 28:262-64, April 
1946. Rotation osteotomy is indicated 
chiefly in cases where equinus, varus 
and adductus deformities have been cor- 
rected, but an increased inward rotation 
remains. In 13 patients, 17 such osteo- 
tomies were done. No recurrence has 
taken place and the foot position has 


been very good. ‘The operative technic 
is described. 12 references. 

Rhabdomyosarcoma of the Skeletal Mus- 
cles. Arthur Purdy Stout, College of 
Physicians and Surgeons, Columbia Uni- 
versity, New York, N. Y. Ann. Surg. 
123 :447-72, March 1946. Rhabdomyo- 
sarcoma, a rare tumor of the peripheral 
muscles, is so variable that in 1 case 
death occurred in 2 months, while in 
another the tumor persisted after 50 
years. Microscopically, the tumor shows 
strap and racquet-shaped cells with cross- 
striations and myofibrils, and also giant 
cells with peripheral vacuoles. The 
cytoplasm is strong acidophilic. The 
tumors are in or adjacent to striated 
muscles, commonly in the thigh and leg. 
They may become very large, but are 
not likely to be extremely hard. Meta- 
stases through the blood and lymph, 
chiefly to the lungs, occurred in 31.5 
per cent of cases. Extensive removal of 
the tumor must be done. Tumors of the 
soft parts and bones should have a pre- 
liminary biopsy to avoid metastasis. 
Fourteen cases are reviewed. 76 refer- 
ences. 1 table. 13 figures. 

Acute Acetone Poisoning from Leg Casts 
of a Synthetic Plaster Substitute. Carl 
C. Chatterton and Robert B. Elliott, St. 
Paul, Minn. J. A. M. A. 130:1222- 
23, April 27, 1946. A case is reported 
of acute acetone poisoning with resulting 
ketosis and hemorrhagic esophagitis, 
caused by the prolonged accumulative 
inhalation of the acetone solvent-evapor- 
ator agent used in the commercial syn- 
thetic cast material. The condition 
responded readily to supportive treat- 
ment. Carbohydrates have no ketolytic 
effect, so that there is no indication for 
administration of glucose or glucose and 











me: 
on 

wit 
the 
son 
ost 


tra 








QUARTERLY REVIEW OF SURGERY 


125 





insulin. ‘The fact that no skin reactive 
manifestations occurred under the syn- 
thetic casts suggests that the acetone was 
absorbed by way of the lungs. Since the 


hemorrhagic esophagitis was present 


44. Fractures 


without any introduced foreign bodies 
or trauma, a toxic manifestation or the 


acute acetone poisoning state seems 
possible. 5 references. [Well worth 
knowing.— Eb. | 


CONTRIBUTION TO THE SO-CALLED PSEUDOFRACTURES 
(Kvoprosu 0 takx nazivayemikh psevdo-perelomakh) 


K. P. MALoKANov 
Central Hospital of the NKVD Forces, U.S.S.R. 
Khirurgiya 7:33-37, 1945 


By pseudofractures the author 
means zones of increased translucency 
on x-ray films which are not connected 
with a real break in the continuity of 
the bones. Such translucent zones are 
sometimes seen in patients with rickets, 
osteomalacia, hunger osteopathy, and 
in Paget’s disease. When questioned, 
most of the patients will recall some 
trauma. The false diagnosis of a bone 
fracture is then made and the patient 
is subjected to uncomfortable and in- 
correct treatment. 

The author has seen 4 cases of 
pseudofracture in 3 months; _ this 
would indicate that the condition oc- 
curs much more frequently than is 
generally assumed. A majority of the 
cases of pseudofracture are over- 
looked. 

All 4 patients were 18 years old. 
The first patient fell and “twisted 
his ankle,” and could not walk. A 
roentgenogram disclosed a wide linear 
translucency, extending from one side 
of the distal part of the tibia to the 
other side. The patient was ordered 
to rest for a while. After the swelling 
in the ankle joint subsided, he was 
ordered to walk around. He was re- 
turned to duty after a week of hos- 
pitalization. At the time of the dis- 
charge, the translucent area in the 


bone was still visible on the roent- 
genogram, but the patient had no dis- 
comfort. 


The author believes that the trauma 
had caused a slight disturbance in the 
continuity of the layers. As the 
epiphysis in an 18-year-old person has 
only recently been “fused” to the re- 
maining bone, a regression of the cal- 
cification process is still possible. This 
had occurred an the patient. The 
decalcified zone gave a more trans- 
lucent picture on the roentgenogram. 

The second patient had a similar 
transverse line of translucency in the 
lower third of the femur. In his case 
no traumatic element was detected. 
The patient had recently been severe- 
ly ill with typhus fever and it is 
possible that this disease, with its 
great metabolic demand upon the or- 
ganism, caused a decalcification of the 
bone. The author thinks that the leg 
was overworked by long marches in 
the Army and that this predisposed 
the bone to the decalcification process. 

In the remaining 2 cases the de- 
calcification was present in the fibula 
and in the femur. No contributing 
etiology could be detected. 5 figures 
(roentgenograms). 


[ Interesting.—En. ] 
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EXPERIENCE WITH THE OSTEOSYNTHESIS OF CLOSED 
TORSION FRACTURE OF THE LEG (Erfahrungen mit der 
Osteosynthese der Geschlossenen Unterschenkeltorsion 


fraktur) 


A. FEHER 
Zurich, Switzerland 


Schweiz. med. Wchnschr. 


The therapeutic results of traction 
in closed torsion fractures of the leg 
are unsatisfactory. Frequent correc- 
tion of the patient’s position and of 
the traction weight are necessary to 
secure a good apposition. The final 
results are so poor that the Swiss Gov- 
ernment insurance company must pay 
disability compensation in more than 
50 per cent of all cases of such frac- 
tures. 

The author recommends subperios- 
teal wiring of the fracture in the first 
24 hours after the admission. The 
leg is then put in a cast extending to 
the middle of the thigh. The patient 
can begin to put weight on the frac- 
tured leg 4 or 5 weeks after the oper- 
ation. The cast is removed after 8 
to 10 weeks. 

Operations on 36 men and 23 
women are reported. The average 
age was 36 years. Hospitalization 
lasted 45 days. In 15 cases a removal 
of the wires was necessary about 10 
months after the operation, which re- 
quired an additional hospitalization 
of 2 weeks. 

Control examinations were carried 
out in 46 cases. Reports were ob- 
tained on 7 more cases. All 53 pa- 
tients were able to return to work after 
an average disability of 19 weeks. 
Males returned to work after 18 


76:18-19, Jan. 5, 1946 


weeks, females after 21 weeks. Thir- 
ty-nine patients were insured; in only 
2 cases was a 10 or 15 per cent dis- 
ability compensation for 1 to 2 years 
necessary. The author compares his 
results using subperiosteal wiring with 
the statistical data of the Swiss Gov- 
ernment insurance system: 217 pa- 
tients treated with extension-traction 
were able to return to work after 195 
days; 147 had to receive disability 
compensation. Thirty-five persons on 
whom an open reduction was per 
formed regained work-ability after 
234 days; 23 received pensions. 

The patients whose fractured bones 
were wired had some complaints after 
the removal of the cast: pains (lasting 
about 2% months), limping (disap. 
pearing in less than 3 months) and 
muscular weakness. There were com 
plaints of short duration about pain in 
the knee-joint, whereas discomfort in 
the ankle-joint was felt for about 2 
months. There were no infections or 
incidences of pseudoarthroses in the 
assembled material. Prolonged con 
solidation of the bones was observed 
in 7 cases. The wire broke in 5 cases. 
One patient had a second accident 8 
months after the operation with a 
fresh fracture of the same bone. 

[ At least one Editor does not approve of 
this method.—Ep. | 
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MOORE-BLOUNT INTERNAL FIXATION OF AN INTER. 
TROCHANTERIC FRACTURE OF THE FEMUR IN 
AN 89 YEAR OLD WOMAN 


R. Ropertr De Nicoia 
Kadlec Hospital, Richland, Wash. 
West. J. Surg. 54:145-48, April 1946 


A previously well woman of 89 
tripped over a chair and fell in her 
home. Roentgenograms of her left 
hip showed a moderately well-im- 
. pacted intertrochanteric fracture with 
a definite loss of the normal femoral 
neck angle. At operation, the fracture 
was reduced’ and immobilized on a 
Roger Anderson fracture table. Un- 
der local anesthesia (1 per cent novo- 

caine), a 414 inch incision was made 
over the region of the great trochan- 
ter, exposing the great trochanter and 
the upper shaft of the femur. A nar- 
row, transverse opening was chiseled 
through the cortex | inch below the 
great trochanter and a heavy Kirsch- 
ner wire was placed in this opening 
and guided through the neck of the 
femur by the sense of touch. Roent- 
genograms showed the wire to be 
satisfactorily placed. A 2% by 5 
inch Moore-Blount blade plate was 
chosen; the blade portion was driven 


INTRAMEDULLARY PINNING OF DIAPHYSEAI 


through the neck with the Kirschner 
wire as a guide. Since the fracture 
was reduced to the normal femoral 
neck angle, which corresponded to the 
angle of the blade-plate, the latter 
lay flush with the femoral shaft. Four 
1% inch and one 1% inch 18-8 SMO 
Sherman screws were used to fix the 
plate firmly to the femur. The deep 
muscles were closed with medium 
silk; continuous fine silk adapted the 
skin edges. Supportive treatment 
during the operation consisted of 2 
units of plasma plus 500 cc. of 5 per 
cent glucose in distilled water. Two 
additional doses of 30 mg. of demerol, 
in addition to that which preceded 
operation, were also given. The pa- 
tient was up in a wheel chair on the 
first postoperative day and was dis- 
charged on the tenth day after a 
smooth convalescent period. 5 refer- 
ences. 4 figures. 


» FRACTURES 


ROBERT SOEUR 


Surgical Service of the Hospital St. Pierre, 
J. Bone & Joint Surg. 28:309-31, 


Osteosynthesis by the medullary 
route includes the principles of re- 
duction, fixation and mobilization. 
Reduction must be excellent since the 
introduction of the pin requires ana 
tomical continuity of the bone canal. 
In fixation the strong pin immobilizes 
the fragments, assures callus forma- 
tion and diffuses the forces of corsion 


Brussels, Belgium 


April 1946 


and ‘flexion over a wide area. The 
use of the limb is recovered rapidly. 
Axial pressure favors osteogenesis, 
and activity avoids stiffness, atrophy 
and circulatory disturbances. 

In 55 operative cases the method 
was shown to be simple and efficient 
in the treatment of diaphyseal frac- 
tures of most long bones. Intra- 
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medullary pinning is recommended in 
closed fractures. The destruction of 
bone marrow and particularly the 
slight risk of fat embolism are ob- 
jections to the method. Its advan- 
tages are simple prosthesis, little 
shock, rapid callus formation, and 
early mobilization. 


Femoral fractures are reduced un- 
der roentgenographic control by 
manipulation, or the fracture is ex- 
posed and the fragments are replaced 
under direct vision. The nail enters 
the medullary cavity by the supratro- 
chanteric route, traverses the diaphysis 
and is embedded in the spongy tissue 
of the lower epiphysis. The pin must 
be straight and of an exact length and 
thickness. The pin is withdrawn be- 
tween the third and sixth months. 

Tibial fractures are reduced on the 
Bodhler frame. A bent pin is intro- 
duced through the anterior tuberosity 
of the tibia, and an ambulatory plaster 
is applied from the thigh to the toes. 
The plaster is removed on the tenth 
day and a new plaster applied, which 
is attached to a Telson patten. This is 
removed at the seventh or eighth 
week, and the pin is removed between 
the third and fifth months. 

In humeral fractures a straight pin 
5 to 7 mm. thick is driven into the 
head of the’ humerus toward the 
elbow, with the arm in flexion and 
strong adduction. The pinning is 
started before reduction under bra- 
chial plexus anesthesia. The pin is 
removed in 2 to 4 months. 

In forearm fractures open reduction 
is performed. At the elbow, a pin 
or a square rod is driven into the ulna 
by way of the olecranon. For the 


radius, a slightly curved pin or rod 
is introduced from the lower epiphy- 
sis. Reduction is obtained with the 
periosteal 


and Lambotte 


elevator 


hook. The prosthesis is removed dur- 
ing the third month. 42 references. 
16 figures. 


REFERENCES TO CURRENT ARTICLES 


Skeletal Fixation of Mandibular Fractures. 
Hugh D. Burke, David L. Murray and 


W. A. MeNichols, Dixon, Ill. Arch. 
Surg. 51:279-82, Nov.-Dec. 1945. 


Injuries to the head with fractures of 
the mandible and superior maxilla have 
been steadily increasing. It is believed 


that each locality or hospital should have — 


a team composed of an oral surgeon, an 
otolaryngologist and a general surgeon 
to handle such cases. Methods of treat- 
ment and results obtained with the 
Roger Anderson external skeletal fixa- 
tion are described. With this method, 
the fractures can be reduced immediate- 
ly; free movement is restored to the 
jaws; the process is clean and easily 
handled and the patient resumes normal 
activity in a minimum time. 6 refer- 
ences. 7 figures. 

Spastic Flat-Foot. Paul W. Lapidus, New 
York, N. Y. J. Bone & Joint Surg. 
28:126-36, Jan. 1946. Most text- 
books fail to give a clear description of 
this condition. It is believed to be a 
reflectory spasticity of the pronators 
which develops in a flaccid flat foot as a 
result of irritation of the tarsal joints 
caused by faulty statics and mechanics. 
The fact that the spasticity is always 
limited to the pronators is unexplained. 
The author believes this condition is pri- 
marily a lesion of the interosseous talo- 
calcaneal ligament with spasm of the 
pronators a result. A classification of 
cases and method of treatment are de- 
scribed. 22 references. 8 figures. 

An Improved Bone Clamp and a Plate for 
Internal Fixation of Fractures. Jean 
Verbrugge, Antwerp, Belgium. J. Bone 
& Joint Surg. 28:174-75, Jan. 1946. 
A stainless steel bone clamp devised by 
the author is described. It is made in 
three sizes, one for the femur, one for 
the humerus and one for the bones of 
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the forearm or the clavicle. The clamp 


can be operated with one hand like a’ 


Kocher clamp which facilitates handling 
bone and materially aids in fixation of a 
plate or graft on the shaft. 2 figures. 


Isolated Fracture of the Pisiform Bone: 
Report’ of a Case. Virgil McCarty 
(Major, M.C., A.U.S.) and Harry 
Farber (Major, M.C., A.U.S.), Sta- 
tion Hospital, Camp Howze, Texas. J. 
Bone & Joint Surg. 28:390-91, April 
1946. A rare case of fracture of the 
pisiform bone is reported. Three roent- 
genographic views are essential in diag- 
nosis. ‘The treatment is immobilization 
by plaster cast or molded splint, with the 
wrist in mild palmar flexion and ulnar 
deviation. 4 references. 1 figure. 

Severe Pelvic Fractures Treated by Fixed 
Skeletal Traction. J. D. Farrington 
(Major, M.C., A.U.S.). J. Bone & 
Joint Surg. 28:150-52, Jan. 1946. 
Pelvic fractures are usually satisfactorily 
treated either in a canvas sling with con- 
tinuous traction or by plaster fixation 
after reduction. Some method of lateral 
traction, however, must be used in oc- 
casional cases with multiple fractures and 
severe displacement. A case is reported 
illustrating the use of lateral skeletal 
traction and immediate immobilization. 
2 references. 4 figures. 

Sprain Fracture of the Carpal Scaphoid in 
Children. K. I. Macrosson, Glasgow, 
Scotland. Lancet 1:341-42, March 9, 
1940. Sprain or flake fracture occurs 
in children at the point of attachment of 
the radial collateral ligament of the 
wrist to the scaphoid, due to forcible 
ulnar deviation of the hand with palmar 
flexion or dorsiflexion of the wrist. The 
point of maximum tenderness in such 
cases is over the tuberosity of the scaph- 
oid. The radiogram may show partial 
separation of a “flake” of bone. If 
symptoms persist longer than a week or 
so, fixation in plaster is indicated. Three 
illustrative cases are reported. 6 refer- 
ences. 3 figures. 

The Contact Splint. G. W. N. Eggers, 
University of Texas School of Medicine, 


Galveston, Texas. Texas Rep. Biol. & 
Med. 4:42-45, Spring 1946. The 
contact splint is designed to provide con- 
trolled mobility of fractured bones, per- 
mitting longitudinal motion, in cases 
where internal fixation is required. ‘Thus 
the fractured ends are kept in constant 
contact as absorption of the aseptic ne- 
crosis occurs, because of the muscular 
pull in the long axis of the bone; this is 
conducive to a better callus formation. 
The plate is held in position by four 
screws placed as distant from the frac- 
tured ends as practicable. 5 figures. 


Management of Intertrochanteric Frac- 


tures of the Femur by Skeletal Traction 
with the Beaded Kirschner Wire. Henry 
Briggs and Sidney Keats, Orange Mem- 
orial Hospital, East Orange, N. J. Am. 
J. Surg. 71:788-96, June 1946. After 
a trial of the various methods of treat- 
ment of intertrochanteric fractures of 
the femur, the authors prefer skeletal 
traction by means of a beaded Kirschner 
wire inserted through the femur just 
above the condyles. The beaded wire 
employed is that used by Pease in the 
closed reduction of fractures of the tibia. 
It consists of a metal bead, 5/32 inch 
in diameter, which is brazed to a plain 
Kirschner wire. Primary reduction is 
accomplished by traction in moderate 
abduction and internal rotation. 


Vertical Traction in the Early Manage- 


ment of Certain Compound Fractures 
of the Femur. Benjamin E. Obletz 
(Major, M.C., A.U.S.). J. Bone & 
Joint Surg. 28:113-16, Jan. 1946. 
Treatment of compound comminuted 
fractures of the thigh is often difficult 
because of inaccessibility of posterior 
wounds. A vertical method of “90-90- 
90 traction” is described as an aid to 
operative management and to provide 
temporary traction during the first few 
weeks after operation. This method 
exerts traction on the femur while the 
hip, knee and ankle are each flexed 90 
degrees. Vertical traction should not be 
used to the exclusion of the usual meth- 
ods but offers advantages in treatment 

















130 QUARTERLY REVIEW OF SURGERY — 
of difficult fracture cases. 1 reference. of the forearm is well understood. A 45 
3 figures. [Not new but often good. method is described which is extremely Tk 
—Ep.] easy to. construct and use and which ( 

Reconstructive Surgery in Patients with maintains even, continuous traction dur- 

War Fractures of the Ankle and Foot. ing reduction of fractures of the fore- 

Spencer T. Snedecor (Lt. Col., M.C., arm. ‘The device makes it unnecessary 

A.US.). J. Bone & Joint Surg. 28: to use the hands in traction’, is very 

332-42, April 1946. Reconstructive adaptable and practically foolproof. I 

bone surgery for severe complicated frac- reference. 2 figures. 

tures of the ankle and foot met the Treatment of Fracture-Dislocation of the 5 
following demands: restoration of bone Interphalangeal Joints of the Hand. ver) 
defects by grafts, correction of malalign- Robert C. Robertson (Col., M.C., Stat 
ments by osteotomies, and elimination of A.U.S.), John J. Cawley, Jr. (Major, girl 
painful joints by fusion. This was often M.C., A.U.S.) and Arthur M. Faris The 
only one phase of rehabilitation. 16 (Major, M.C., A.U.S.). J. Bone & hens 
figures. Joint Surg. 28:68-70, Jan. 1946. Severe I 

“March Fracture” of the Fibula in permanent disability follows fracture- 

Athletes. Harry R. McPhee and C. dislocation of an interphalangeal joint in the 
Montayne Franklin, Princeton, N. J. the hand if inadequately treated. This the 
J. A. M. A. 131:574-76, June 15, injury is uncommon and can only be the 
1946. Six cases of so-called “march accurately diagnosed by two-plane roent- was 
fracture” of the fibula and 1 of the foot genograms. Reduction is difficult to casi 
occurring in athletics were encountered maintain by usual splinting methods and red 
by the authors. They believe that some open reduction is unsatisfactory. A sur 
other factor besides simple fracture is method of reduction and maintenance his 
involved in these conditions. of the displacement by means of multiple lw 

Lag-Screw Fixation in Fractures of the skeletal traction which has given excel- 

Tibial Tuberosity. Milton C. Cobey lent results is described. 1 table. 6 fig- 

(Major, M.C., A.U.S.). J. Bone & ures. ['Timely.—Eb. ] 

Joint Surg. 28:273-76, April 1946. A Treatment of Fractures of the Hip, Sur- 

vitallium lag screw of the Lippmann gical Technic. Kellogg Speed, Presby- 

type maintains reduction of fractures of terian Hospital, Chicago, Ill. $. Clin. 

the tibial plateau. Fixation is given in North America 26:230-48, Feb. 1946. 

the sagittal, coronal and lateral plane. The technical procedures employed in 

Four cases demonstrating different types the treatment of fractures of the hip are 

of lesions and fixation with the lag screw discussed. The author describes the 

are described. 9 references. 2 figures. operative treatment for recent fractures pe 

A Simple Traction Device for the Re- at the neck of the femur, enumerating 1 
duction of Fractures of the Forearm. errors of omission and commission, and Ww 
Robert M. Rose, New Orleans, La. J. discusses postoperative care. The opera- w 
Bone & Joint Surg. 28:176-77, Jan. tion for delayed union or nonunion of d 
1946. The importance of traction and fractures at the neck of the femur is also i 
countertraction in reduction of fractures described. € 
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45. Dislocations 


THE TREATMENT OF SUBLUXATION GF THE RADIUS IN 
CHILDREN OF EARLY AGE (Lechenye Podvivikhov Louchevoi 


Kosti v Rannem Detskom V ozragte) 


A. Y. MastTERMAN 
Semashko Polyclinic, Moscow, U.S.S.R. 


Pediatria 3:69-70, 


Subluxation of the radius occurs 
very frequently in young children. 
Statistical data show that it occurs in 
girls twice as frequently as in boys. 
The left arm is more often injured 
than the right. 

In 21 per cent of the author’s cases 
there was a spontaneous reduction of 
the subluxation. In 65 per cent of 
the cases'a simple manual reduction 
was required and in the remaining 
cases the more complicated form of 
reduction was performed. In the 
simple reduction, the physician places 
his left hand (in case of a right sub- 
luxation) over the elbow and immo- 


1945 


bilizes the cubital joint. With his 
right hand he performs a supination 
of the arm with a simultaneous bend- 
ing of the forearm toward the arm. 
The doctor’s thumb, placed over the 
radial head, notes the crack when the 
bone resumes its normal place. 

When the simple reduction is un- 
successful or when the muscles, bones 
or the joint were injured during the 
subluxation, the same form of reduc- 
tion is applied with simultaneous 
pressing upon the head of the radial 
bone by the physician’s thumb, until 
the cracking sensation is felt. 


CONDYLAR MOVEMENT IN THE STUDY OF INTERNAL. 
DERANGEMENT OF THE TEMPOROMANDIBULAR 
JOINT 


MicHAEL BurMAN and SAMUEL E. SINBERG 
New York Dispensary and the Hospital for Joint Diseases, New York, N. Y. 
J. Bone & Joint Surg. 28:351-73, April 1946 


Condylar movements of the tem- 
poromandibular joints were studied in 
105 patients; 55 were normal and 50 
were abnormal. Roentgenograms 
were made in many cases. Meniscal 
disability was separated into several 
categories. 

The clicking joint is the simplest 
internal derangement. The joint re- 
quires gentle manipulation. Three 
groups of interposed meniscus are de- 
scribed: (1) the untreated joint which 
is cured spontaneously, (2) the un- 
treated joint in which arthritic changes 


occur, and (3) the fixed joint or true 
dislocation which is released by oper 
ation since the condyle cannot return 
to its socket. 

The treatment.of a true dislocation 
is removal of the meniscus. This is 
done under local anesthesia, and a 
modified Burdick incision is used. It 
begins above the pinna, runs along 
the zygoma for almost half an inch 
and dips distally for about half an 
inch. The incision is bounded pos- 
teriorly by the superficial temporal 
vessels and auriculotemporal nerve, 
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and anteriorly by the facial nerves to 
the forehead and eye. The cut is made 
through the subcutaneous and fascial 
tissues. The capsule is opened and 
the meniscus identified. After re- 
section of ligaments and meniscus, the 
condyle should advance and retreat 
almost normally. The wound is 
closed in layers and a Barton bandage 
is applied. Active jaw movement is 
begun a week after operation. Chew 
ing of gum or paraffin is encouraged. 

Condylar asynchronism is described 
in a group of unusual cases. 17 ref 
erences. | table. 15 figures. 


REFERENCES TO CURRENT ARTICLES 

Pathomechanics of the Hip After the Shelf 
Operation. Ignacio Ponseti, State Uni- 
versity of Iowa Hospitals, Iowa City, 
Iowa. J. Bone & Joint Surg. 28:229- 
40, April 1946. Dislocated or sublux- 
ated hips became more stable after a 
shelf operation but the Trendelenburg 
sign remained positive. It was negative 
in 18 per cent of the cases when the 
shelf was built over the femoral head, 
after it was placed in the primary acetab- 
ulum. The aim of treatment is exact 
centralization of the head in the cavity. 
If this cannot be maintained, a Schanz 
osteotomy is indicated. 9 references. 2 
tables, 5 figures. 

An Appliance for the Conservative Treat- 
ment of Acromioclavicular Dislocation. 
Murray E. Gibbens (Major, M.C., 
A.US.). J. Bone & Joint Surg. 28: 
164-65, Jan. 1946. Failure of treat- 
ment of acromioclavicular dislocation is 
usually the result of interrupted or in- 
efficient fixation. A number of methods 
of treatment have been devised but none 
has been entirely satisfactory. A meth- 
od used by the author and employing a 
light arm compression cast is described. 
This treatment is equally effective for 
fixation of fractures of the distal end 
of the clavicle with downward displace- 
ment of the outer fragment. 5 refer- 
ences. 4 figures. 


A Simplification of Bankart’s Capsulor- 
rhaphy for Recurrent Dislocation of the 
Shoulder. F. Harold Downing (Comdr., 
M.C., U.S.N.R.). J. Bone & Joint 
Surg. 28:250-52, April 1946. The 
staple method of capsular fixation was 
used in 24 cases, with no known re- 
currence. A slight limitation of external 
rotation may persist, but this has never 
been a cause for complaint. This method 
is superior to fixing the capsule to the 
rim of the glenoid by two or three stain- 
less steel nails according to the method 
of Toffelmier. 3 references. 4 figures. 

Experience with Capsulorrhaphy for Re- 
current Dislocation of the Shoulder. 
Orris R. Myers (Capt., M.C., U.S. 
N.R.), United States Naval Hospital, 
Shoemaker, Calif. J. Bone & Joint 
Surg. 28:253-61, April 1946. A meth- 
od of capsulorrhaphy for recurrent dis- 
location of the shoulder is described. It 
causes no intra-articular damage, the 
joint cavity remains intact with no more 
trauma than is produced by the arthro- 
tomy, and the repair is made at the site 
of trauma with an attempt to overcome 
the insufficiency of the glenoid cavity. 
The longest period of observation was 18 
months without recurrence. 8 refer- 
ences. 1 table. 1 figure. 


Bilateral Simultaneous Dislocation of the ~ 


Shoulders. Theodore A. Lynn (Capt., 
M.C., A.U.S.,), and Leonard T. Peter- 
son (Col., M.C., A.U.S.). J. Bone & 
Joint Surg. 28:161-63, Jan. 1946. Re- 
view of the literature shows only 65 cases 
of simultaneous bilateral dislocation of 
the shoulders reported in about 100 
years. A report is presented of a patient 
first seen more than 2 months after in- 
jury who required open reduction and 
repair of both shoulders. Adequate 
treatment facilities had not been pre- 
viously available. Reduction promptly 
after injury is preferable. Prolonged 


physical therapy in the form of active 
exercise is essential to obtain good results 
after late open reduction of shoulder dis- 
location. 8 references. 9 figures. 
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46. Bones 


PYOGENIC OSTEOMYELITIS OF THE SPINE 


Jose Puic Guri 


State University of lowa, lowa City, 
J. Bone & Joint Surg. 


The differential diagnosis of 
pyogenic osteomyelitis of the spine is 
often difficult. A study of 48 cases 
is presented to illustrate diagnostic 
problems in location of the lesion and 
determination of its nature. The clin- 
ical syndromes are of four types: hip 
joint, abdominal, meningeal, and back 
pain. 

In the hip joint syndrome, examin- 
ation of the hip joint reveals three 
characteristic symptoms if the pain is 
due to a spinal condition: (1) palpa- 
tion of posterior aspect of the joint 
produces no pain; (2) trochanteric 
percussion produces pain in the hip 
condition but not in the spinal condi- 
tion; (3) restriction of motion is con- 
fined to extension. Examination of 
lumbar spine may show (1) localized 
tenderness to pressure over the af- 
fected vertebrae with local muscle 
spasm; (2) limitation of spinal move- 
ment, especially flexion; (3) pain in 
lumbar spine following any extension 
of the leg. In the abdominal syn- 
drome, pain and sharp muscle spasm 
in the right lower quadrant are pres- 
ent and laboratory studies may show 
marked leukocytosis and deviation of 
the Arneth index. The meningeal 
syndrome may present clinical signs 
of meningeal irritation or only gen- 
eral spinal pain with positive Kernig 
and Brudzinski signs. 

The symptoms in the back pain 
syndrome may be acute, subacute or 


lowa 


28:29-39, Jan. 1946 

insidious. Patients are toxic in the 
acute form and have sudden onset of 
severe back pain radiating to corres- 
ponding peripheral segments and ac- 
companied by local tenderness and 
muscle spasm. Toxemia is usually 
mild in subacute cases but they may 
develop epidural abscess. Most con- 
stant symptoms of insidious osteomye- 
litis of the spine are limitation of mo- 
tion and localized tenderness. 

There are no reliably characteristic 
roentgenographic findings for differ- 
ent types of infectious spondylitis. In 
localized pyogenic infection of a ver- 
tebral body, the findings are similar 
to those of tuberculosis of the spine. 
Differentiation can be made only by 
careful study of roentgenograms over 
a considerable period. Reactive new 
bone formation is usually early and 
marked in the diffuse form whereas 
it is rare in tubercular cases except in 
those of long duration. Increased 
density and sclerosis is difficult to ob- 
serve roentgenographically in the liv- 
ing subject with tuberculous spondy- 
litis but is clearly visible after a few 
weeks in pyogenic spondylitis and is 
accompanied by spur formation. Cases 
reported as tuberculous spondylitis 
with roentgenogram showing marked 
sclerosis and bone formation are sus- 
picious and may prove to be chronic 
staphylococcic osteomyelitis. 21 ref- 
erences. 11 figures. 
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\ METHOD OF TREATMENT OF CHRONIC INFECTIVE 
OSTEITIS 


Ivor M. Ropertson and JoHn N. Barron 


St. Albans, 


]. Bone & Joint Surg. 


Treatment of the infected and 
damaged soft tissue is as important as 
treatment of bone and both must be 
considered together in dealing with 
chronic osteitis. Penicillin is given 1 
day before and 4 days after operation, 
100,000 units intramuscularly every 
24 hours. Either two or three opera- 
tive stages are required. Intervals of 
four weeks between the first and 
second stages and 6 to 8 weeks be- 
tween the second and third stages are 
usually necessary. 

Stage | consists of extensive excision 
of all infected bone and scar tissue 
followed by split-skin dressing. Fs- 
march bandage is used at first. Vital 
nerves and blood vessels are preserved 
intact. Sinuses and scar tissue are ex. 
cised as completely as possible, ex 
tending into healthy vascular tissue. 
Periosteal stripping is limited to the 
amount required to provide access to 
diseased areas. Systematic removal of 
all diseased bone is essential with com 
plete effacement of all cavities, se 
questra, and necrotic tissue even if 
normal bone must be sacrificed. The 
exception to this rule is found in the 
extremities of long bones where sau- 
cerization may be impossible because 
of proximity of joint surfaces. There 
must be no hesitation in sacrificing 
bony continuity if necessary. Split- 
skin grafts will survive in the pres- 
ence of infection in the recipient area. 
To prepare a graft bed, remove the 
tourniquet, pick up all large vessels, 
and tie them with 6-0 plain catgut. 
Pack the wound with a hot swab and 
elevate the limb until the bed be- 


England 
28:19-28, Jan. 1946 


comes dry. Cover the cut bone ends 
with small swabs saturated with 
thrombin, 500 units per cc. A thin 
split-skin graft large enough to cover 
the wound is cut, spread on tulle gras 
or vaseline gauze and several punc 
tures are made to permit drainage. 
Dust the wound with penicillin pow 
der and apply the graft smoothly. 


Stitch skin and gauze to the wound ° 


edges leaving the ends of the sutures 
long, cover with wool wet with nor 
mal saline and packed down oyer the 
entire area. The long ends of the 
sutures are tied over the wool. The 
limb is encased in wool and bandaged 
with a firm elastic bandage. Apply a 
light plaster cast over all. Elevate 
the limb and do not dress for 2 
weeks. An average of 90 per cent 
take was observed. After 1 week, re 
dress, discard the massive dressings, 
commence exercise therapy, and re 
dress every other day. 

Stage 2 consists of the repair of 
soft tissues. The split-skin graft 1s 
removed and replaced by a viable flap 
of skin and subcutaneous tissue. The 
rotated flap is best. The cross-leg 
flap is the best method of importing 
the skin. It may be necessary to trans 
pose the muscle as well as the skin in 
deep cavities. This minimizes the 
amount of cancellous bone required 
and provides an excellent blood sup 
ply. Physiotherapy with active mus- 
cle exercises is important before bone 
grafting. 

Stage 3 consists of bone gratting 
which may sometimes be done at the 
same time as Stage 2. The bone sur- 
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SPLIT SKIN 
GRAPT 





Fig. 2.—Diagram of area of Fig. 3.—Diagram of first stage 
chronic osteitis with overlying of operative treatment. All 
adherent, scarred and ulcer-_ scarred and infected soft tissue 
ated epithelium. and bone are excised, and the 
area is covered with a split- 

skin graft. 
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Fig. 15.—Diagram of operative procedure for obtaining can- 
cellous bone from crest of ilium. 


> 


Fig. 16.— Illustrating onlay graft in position and method 
of inserting cancellous bone. Note wide medullary exposure, 
into which cancellous struts are slotted and remaining defect 


built up with chips. 





Fig. 4.-—Diagram of second 
and third operative stages. 
Bone defect is filled with can- 
cellous chips; soft-tissue defect 
is covered with muscle and 
full-thickness skin flap. 








Illustrations by courtesy of “The Journal of Bone and Joint Surgery.” 
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face is broken up with an osteotome 
to provide better contact with the 
cancellous chips. The crest of the 
ilium is opened and strips of the can- 
cellous bone 0.67 mm. thick are 
shaved off and cut into cubes about 1 
cm. long. A strong autogenous corti- 
cal graft may be necessary to provide 
internal fixation. The chips of can- 


cellous bone are slotted into the up- 
per and lower fragments to form a 
bridge and the bone chips are packed 


around and between these. 

This procedure is quite complicated 
but it is hoped that further experi- 
ence will result in its simplification. 
| reference. 16 figures. 


OSTEOMYELITIS IN CONGELATION (0+ osteomyelite pri 


otmorozhenyakh ) 


A. Vasov (Lt. Col., M.C., Red Army) 
Khirurgiya 4:40-45, 1945 


The author reports on the histo- 
logic changes in frosted bones. Sup- 
purative-necrotic processes are seen 
frequently, but not in all cases. His- 
tologic examination shows resorptive- 
necrotic changes that develop in the 
bone. They have a multiple focal 
character and belong to the aseptic 
type. They may change into the 
septic form when infective processes, 
ocurring in the damaged soft tissues, 
spread to the bones. In such cases 
the periosteum is the first to be in- 
volved. It reacts by forming peri- 
osteal thickenings, which can be found 
when all other tissues of the bone are 
still intact. The osteomyelitic proc- 


ess is late in developing. It differs 
from simple infectious osteomyelitis 
in that the sequestration is rarely seen 
as fully developed as in infections. 
The osteoplastic processes are usually 
more pronounced than the necrotic 
ones. 

Suppurative-necrotic changes in the 
bones after congelation can be avoid- 
ed. They develop usually because of: 
(1) a faulty technic in the necrotomy, 
the removal of the protruding bony 
endings together with the necrotic soft 
tissues; (2) an incorrect selection of 
the line of amputation or exarticula- 
tion, 1.e., below the demarcation line. 


OSTEOCHONDROMATA OF THE PELVIC BONES 


RaLtpH K. GHorMLEy, Henry W. Meyerpinc, Ropert D. Mussey, JR 
and CLARENCE A. LucKEY 


Mayo Clinic, Rochester, Minn. 


J. Bone & Joint Surg. 


Osteomas and osteochondromas are 
usually considered benign but, espe- 
cially in the pelvis, may become ma- 
lignant and must always be consid- 
ered serious. A study is presented of 
40 cases of osteochondroma of the in- 


28:40-48, Jan. 1946 


nominate bone operated upon at the 

Mayo Clinic from 1910 to 1943. 
Symptoms are not always present in 

this disease and the lesion may be dis- 


covered accidentally. Pain, swelling, - 


and deformity are present in most 





cases. 
this sé 
ma m 


an al 
Surgi 
nosis 
defin: 
cal re 
these 
those 
not V 
comy 
Lesi« 
pelv 
acces 
freq 
tent 
cert: 


usec 
siste 
tota 
eacl 
twe 
tion 
con 





QUARTERLY REVIEW OF SURGERY 


137 





cases. The duration of symptoms in 
this series averaged 3% years. Trau- 
ma may precede the symptoms, with 
an average interval of 4% years. 
Surgical treatment is indicated. Prog- 
nosis is good when the tumor has a 
definite pedicle and a complete surgi- 
cal removal can be done. Many of 
these tumors, however, especially 
those arising in cancellous bone, are 
not well pedunculated and this makes 
complete surgical removal difficult. 
Lesions on the inner surface of the 
pelvic bones are almost completely in- 
accessible surgically. Roentgenograms 
frequently do not reveal the full ex- 
tent of the growth, and recurrence is 
certain if the removal is incomplete. 
There were 69 surgical procedures 
used on the 40 patients. These con- 
sisted of cauterization, and partial or 
total excision one or more times on 
each patient. In 1 case, there were 
twelve operations and one cauteriza- 
tion in 23 years. This series did not 
confirm the belief that incomplete re- 


moval of the tumor is followed by in- 
creased activity and ultimate malig- 
nancy. Radium therapy or roentgen- 
ography was employed after operation 
in 11 cases of this series with a mor- 
tality of 22.5 per cent. The value of 
irradiation in this disease seems doubt- 
ful. 

Recurrence of the tumor cannot be 
considered evidence of malignancy 
and the diagnosis is frequently based 
on microscopic examination. Reports 
of such examinations are somewhat 
uncertain. Definite malignant lesions 
were not found at first but were ulti- 
mately observed in 10 per cent of this 
series. Reports of microscopic exami- 
nations of the same tumor have 
varied. The presence of both benign 
and malignant lesions in the same tu- 
mor may explain this apparent dis- 
crepancy. Complete surgical removal 
is most important if it can be accom- 
plished. 1 reference. 3 tables. 7 fig- 
ures. 


RADIOLOGY IN THE DIAGNOSIS OF BONE TUMORS 


A. M. Rackow 
King’s College Hospital, London, England 
M. Press. 215:220-25, April 3, 1946 


Radiologic changes in bone may 
be (1) destructive, (2) proliferative 
or reparative, and (3) mixed. In 
purely destructive lesions, replace- 
ment of bone tissue by a morbid pro- 
cess causes increased permeability to 


roentgen rays, and darkening of the 


film. A zone of translucency: with a 
well-defined margin is probably a 
simple tumor or cyst. These in turn 
must be differentiated clinically. If 
the margin of the area is indefinite, 
and if the form of the lesion is ir- 
regular, there is an implication of 
malignancy. 


In the purely proliferative lesion, 
outgrowth of bone frequently occurs 
at the site of a tendon, ligament, or 
fascial plane insertion. The lesion is 
an exostosis. The majority of bone 
tumors calling for roentgenographic 
interpretation will have mixed ap- 
pearances of destruction and repair. 
If the diagnosis of tumor is estab- 
lished, the concomitant presence of 
destruction and repair in the substance 
or periosteum of the bone implies a 
degree of malignancy. 

Unlike the long bones, the verte- 
brae do not show evidence of peri- 
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ostitis and periosteal new bone forma- 
tion. There is a gamut of changes in 
the vertebral bodies from a purely 
osteolitic process melting away the 
cancellous substance, through all de 


grees of patchy sclerosis in the can- 
cellous structure, up to an almost 
ivory consolidation of the whole ver- 
tebral body. 5 references. 6 figures. 


PATHOGENESIS AND THERAPY OF KIENBOCK’S DISEASE; 
FRACTURE THEORY IN LIGHT OF EFFICACY OF OPERA- 
TIVE SHORTENING OF RADIUS (HULTEN) AND 
NEW OPERATION (LENGTHENING OF ULNA) 


Maurirz PErRsson 
Acta chir. Scandinav. 92:5-124, Supplement 98, 1945 


There are numerous theories per 
taining to the genesis of so-called ma 
lacia of the semilunar bone. While 
Kienbéck attributed the condition to 
trauma, other writers attributed it to 
emboli, pressure, or other factors. 

The conservative treatment as well 
as extirpation of the bone usually pro- 
duces a marked disability. 

Hultén called attention to the fact 
that the condition occurs mostly in 
patients in whom the lower end of the 
radius extends beyond the end of the 
ulna. Therefore Hultén suggested a 
shortening of the radius. However, 
the author of this paper found that 
such an operation develops a tendency 
to produce a curvature of the radius, 
with a resulting limitation of prona- 
tion and supination. The cause of the 
curvature is the relatively long dis- 
tance of the bone from the axis of the 
forearm. Pronation and supination 
are performed around this axis. For 
this reason the author substituted a 
lengthening of the ulna in place of 
shortening of the radius. In 14 cases 
operated upon according to this meth 


od the results were satisfactory. 

The operation is contraindicated in 
cases of long duration, those with a 
considerable comminution of the 
semilunar bone, or those with ad- 
vanced deforming arthrosis. The 
beneficial results of this operation sup- 
port the fracture theory of the genesis 
of Kienbick’s disease. 

As compared with controls, the 
dorsal volar, radial, and ulnar flexion 
were better in cases operated on ac- 
cording to the author’s method. The 
pronation and supination of the lower 
arm were restricted in only | case. 
The muscular strength measured with 
a dynamometer was greater and the 
muscle atrophy less pronounced than 
in control cases. 


Lengthening of the ulna seems to 


be superior to radius shortening in 
that it does not entail such axial curv- 
ature of the ulna at the site of the 
osteotomy as is liable to occur in the 
radius when a shortening osteotomy 
is done on this bone. Moreover, 
lengthening of the ulna is technically 
simpler than shortening of the radius. 
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MUTATIONAL DYSOSTOSIS (CLEIDOCRANIAL 
DYSOSTOSIS) 


ARTHUR B. Sou te, Jr. (Lt. Col., 
J. Bone & Joint Surg. 


Mutational dysostosis is character- 
ized by multiple and variable devel- 
opmental and skeletal anomalies and 
is frequently transmitted by parents 
to their children. The skull and clavi- 
cle are involved in the majority of 
cases. The condition is rare, only 323 
cases having been reported, but of 
wide geographic distribution. Al- 
though most cases are familial, spo- 
radic occurrences are not uncommon. 
Transmission by male or female seems 
about equal. The disease may occur 
in successive generations, may skip 
several generations, or may disappear. 
The etiology is unknown but is defi- 
nitely associated with a defect in the 
parental germ plasm. The disease is 
characterized by multiple skeletal, 
developmental, and structural de- 
fects, most of which are present at 
birth but many of which, especially 
cranial and dental defects, appear as 
the child grows. There are no typi- 
cal or characteristic findings. 

Most of the patients are in fair 
health and the condition is discovered 
on physical examination. The ap- 
pearance of most of the patients is 
very similar. They are usually small 
and slightly underweight; the normal 
spinal curves are exaggerated and the 
head is held forward; the shoulders 


M.C., A.U.S.) 
28:81-102, Jan. 1946 


droop and are unusually mobile. The 
shoulders can often be bent forward 
so that they touch under the chin. 
The skull is brachycephalic with in- 
creased biparietal and decreased 
fronto-occipital diameters and a nati- 
form appearance. There is a persist- 
ence of large irregular defects in the 
fontanelles, and most suture lines are 
wide, depressed, and tortuous. The 
face is generally underdeveloped, 
small and asymmetrical; eyes are 
widely spaced, and nose is short with 
a broad, flat base. Dental abnormali- 
ties are common, troublesome, and 
sometimes dangerous. Defects in the 
clavicles are common and may vary 
from a small lesion to a complete ab- 
sence of both bones. Anomalies of the 
humerus, ulna, and radius are un- 
usual but are common in the metacar- 
pals and phalanges. The index fingers 
are unusually long whereas the little 
fingers and all terminal phalanges are 
short. A contracted pelvis may be 
present. The arches of the feet may 
be poorly developed. Hemivertebrae, 
spina bifida, or accentuated spinal 

curvatures may be present. The men- 
tality of these patients has been nor- 
mal. The hematologic findings are 
variable. 103 references. 3 charts. 
32 figures. 
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THE USE OF CANCELLOUS CHIPS IN BONE-GRAFTING 


S. L. Hices 


London, England 
|. Bone & Joint Surg. 28:15-18, Jan. 1946 


Reconstitution of bones following 
bone grafting has been slow until re- 
cently when the use of cancellous 
chips from the crest of the ilium was 
followed by very rapid bone recon- 
struction. A series of 71 consecutive 
cases of bone grafting is reviewed, 60 
being cases of nonunion of the long 
bones. Cortical grafts alone were used 
in 20 of these and cortical grafts plus 
cancellous bone chips were employed 
in 40. Healing time of the latter 
group was only about one-half that of 
the former. The average time of union 
was 8 weeks for all bones except the 
femur which required 1414 weeks. 
The chips are also useful for filling 
bone defects and in the treatment of 
chronic osteomyelitis. 

Considerable time is saved if an as- 
sistant removes the bone chips from 
the ilium while the cortical graft is 
being removed from the tibia. Rigid 


postoperative fixation is necessary for 


success in the use of the cancellous 
chips. Cortical graft seems more sat- 
isfactory than plates to maintain 
length, alignment, and immobiliza- 
tion. The type of cortical graft de- 
pends upon the bone: a screwed-on 
onlay for the humerus; an onlay or 
inlay for the radius and ulna; a slid- 
ing inlay or inlay from the other leg 
for tibia, and an onlay for the femur. 
All sclerosed bone must be removed 
from the bone ends. All scarred and 
fibrous tissue must be removed and 
bare muscle should be brought into 
contact if possible. As the bone is be- 
ing added, it is important to retain 
enough skin to cover the increased 
bulk without tension. The chips are 
packed between the bone ends and 
around the fracture line. Penicillin 
and sulfanilamide powder have made 
a long delay before bone grafting un- 
necessary. 1 reference. 1 table. 8 
figures. 


ILIAC-BONE TRANSPLANTATION 


I. Lawson Dick (Wing Comdr., R.A.F.) 
J. Bone & Joint Surg. 28:1-14, Jan. 1946 


It has been shown that when a 
whole thickness of cortical bone is 
transplanted into another bone, the 
bone cells near the periosteal or en- 
dosteal surface live, grow, and form 
new bone while the cells deep in the 
dense cortical bone die, and this bone 
is replaced by new bone grown either 
from surviving transplant cells or 
from the cells of the recipient area. 
As a result, a transplant contains areas 


of both dead and living bone. There- 


fore, while the strength and stability 
of cortical bone are often of great me- 
chanical aid in bone grafting, this bone 
may not be the best for osteogenesis. 
Experimental evidence has definitely 
shown that the surest and most rapid 
method for producing new bone for- 
mation is the transplantation of can- 
cellous bone chips from the ilium. 
The maintenance of mechanical sta- 
bility by other means than a cortical 
graft would make possible the use of 
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cancellous bone with superior osteo- 
genetic properties. Taking a bone 
graft from an intact tibia is not de- 
sirable. The ideal method would be 
to use absorbable plastic plates and 
screws with cancellous chips from the 
ilium. 

Cases are described which illustrate 
the use of iliac bone in bridging bone 
defects and arthrodesing various 
joints. 

The two most accessible areas of the 
ilium where cancellous bone is avail- 
able are below the iliac crest just be- 
hind the anterior superior spine, and 
the posterior aspect of the ilium near 
the posterior superior iliac spine. The 
latter is best. The cancellous bone is 
exposed by cutting a window in the 
outer cortex, by turning up the crest 
as a lid, or by a combination of both. 
The cancellous bone can then be easily 
cut with a hand gouge into cubes 5 cc. 
on each side or smaller. There is no 
danger of penetrating the inner cor- 
tex. Complete hemostasis is impor- 
tant to prevent postoperative hema- 
toma formation. 

The recipient area is prepared so as 
to provide an immediate blood supply 
to the graft. In case of a joint arthro- 
desis, it is important to remove all 
cartilage from the opposing joint sur- 
faces and to open the cancellous bone 
at each bone end. In case a bone de- 
fect is to be filled, fibrous tissue be- 
tween the bone ends and the sclerotic 
bone ends themselves must be cut 
away. Healthy vascular bone above 
and below must be opened and the 
fibrous tissue covering the muscle 
around the bone must be removed or 
incised. The cancellous bone chips are 
then packed into the cavity in the bone 
and around the shaft. A padded post- 
operative plaster splint is applied, 
which is changed to skin-tight plaster 


after from 12 to 14 days. If any 
change of alignment seems likely, a 
change of plaster should not be de- 
layed since fusion is often so far ad- 
vanced by the fourteenth day that it 
is very difficult to alter the alignment. 
23 references. 17 figures. 


REFERENCES TO CURRENT ARTICLES 


The Role of Penicillin in the Treatment of 
Chronic Osteomyelitis. H. D. Hebb 
(Lt. Comdr., R.C.N.V.R.). Canad. 
M. A. J. 54:446-52, May 1946. A 
study of the effects of penicillin in the 
treatment of 57 cases of chronic osteo- 
myelitis indicates that when combined 
with adequate surgery before and after 
operation, penicillin therapy is satisfac- 
tory. During the first 6 weeks of the 
investigation, penicillin therapy alone was 
used and the results were poor. Of 52 
patients to whom penicillin combined 
with surgical procedures was given, 43 
were completely healed and 9 remained 
unhealed. When penicillin was used 
preoperatively, the amount of infection 
was greatly reduced. Both hematogen- 
ous and exogenous types of infection re-- 
sponded to treatment in a similar man- 
ner. 2 tables. 

Acute Osteomyelitis in a Nineteen-Day- 
Old Infant. Bernard H. Shulman (Lt., 
M.C., U.S.N.R.). J. A. M. A. 130: 
854-56, March 30, 1946. A case of 
acute osteomyelitis which occurred dur- 
ing the neonatal period is presented, and 
demonstrates the value of penicillin in 
controlling the acute phase of the infec- 
tion. The condition is believed to have 
been of hematogenous origin, and the 
etiologic agent is believed to be a non- 
hemolytic Staphylococcus aureus cul- 
tured from the pus following drainage of 
a communicating soft tissue abscess. A 
total of 640,000 units of calcium peni- 
cillin, administered intramuscularly over 
a 10-day period, resulted in marked 
general improvement, reduction in tem- 
perature, and reversion of the white 
blood cell count to normal. Bone 
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changes in the evolution of the osteomy- host. There are two forms: (1) initial 
elitic process were shown by roentgeno- or primary infection; (2) progressive, 
grams. 4 figures. secondary, disseminated (usually fatal), 
Fixation of the Transplanted Tibial Tu- The respiratory tract is the chief portal 
bercle. David M. Bosworth and Fred- of entry but some infections have been 
erick R. Thompson, St. Luke’s Hospital, credited to abrasions. A case report is 
New York, N. Y. J. Bone & Joint given illustrating symptoms and pathol- 


Surg. 28:285-87, April 1946. Stability ogy. 8 references. 2 figures. 
of tibial tubercle transplants is secured by 


. PY Osteomyelitis Radiographically Resembling 
use of a three-holed plate, which permits : 


Sarcoma. James F. Brailsford, Birming- 


two screws to pass through the trans- ham, England. Lancet 1:498-99, Apri 
planted tibial tubercle and the distal end 6, ee ree reported in which a 


of the plate and a third screw to be an- 
chored to the solid tibia. Support by a 
cylindrical plaster cast is necessary for | 
week after fixation. 2 figures. 


girl 6 years of age exhibited the clinical 
symptoms and roentgenographic findings 
indicative of a sarcoma of the upper half 
of the humeral shaft accompanied by 


Bacteriological Examination of the Gastric fracture and multiple metastases to the 
Contents in the Diagnosis and Manage- lung. Because of the recognized resem- 
ment of Tuberculosis of the Bones and blance of the radiographic appearance of 
Joints. Andrew L. Banyai and Anthony osteomyelitis and that of bone sarcoma, 
V. Cadden, Wauwatosa, Wis. J. Bone and the fact that the radiograms suggest- 
& Joint Surg. 28:137-42, Jan. 1946. ed an inflammatory focus, a course of 
Early diagnosis of tuberculosis of the sulfathiazole therapy was given and the 
bones and joints is most important but arm immobilized. There was no imme- 
difficult to establish. Difficulties in diag- diate improvement after this therapy but 
nosis are also encountered in pulmonary the patient later recovered completely, 
tuberculosis when no sputum is available the bone lesion healed, and the lung l|e- 
for examination or when lesions are not sions disappeared. In doubtful cases, the 
visible on standard chest roentgeno- author advises a course of chemotherapy 
grams. Review of the literature and with immobilization before surgery or 
study of over 2,000 cases of pulmonary biopsy is done. ~y 
tuberculosis indicate that examination of ‘he Diagnosis of Neoplasms of Bone. 
fasting gastric juice is an indispensable Bradley L. Coley, Memorial Hospital 
diagnostic procedure for both pulmonary and Hospital for Special Surgery, New 
and orthopedic tuberculosis. Securing York, N. Y. §S. Clin. North America 
gastric contents is simple and detection 26:410-21, April 1946. The history and 
of tubercle bacilli in them is as reliable clinical examination should precede oth- 
by culture as by animal inoculation. Not er measures to reach an early correct 
less than five consecutive gastric speci- diagnosis of a bone lesion suspected of 
mens should be examined before making being neoplastic. The value of the 
a negative report. 15 references. 1 roentgenographic, chemical, and _histo- 
table. logic studies is unquestioned but the ne- 

Localized Coccidioidomycosis of Bone. M. cessity of relying on the correlated in- 
L. Goren (Capt., M.C., A.U.S.). J. formation gained from all these sources, 
Bone & Joint Surg. 28:157-60, Jan. rather than from any one of them, & 
1946. Coccidioidomycosis is caused by emphasized. The author furnishes a de- 
infection by the fungus Cocctdioides im- tailed outline of a complete diagnostic 
mitis. The host is unknown. Spread in survey to be undertaken when the initial 
the body is by blood stream or lymphat- examiner suspects the presence of a bone 
ics. It has protean manifestations with - neoplasm. He offers a diagram show- 


both immediate and latent effects on the ing the method of differential diagnosis 
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by exclusion in a case of bone disease, 
and discusses the differential diagnosis 
of bone tumors, with particular refer- 
ence to the roentgenograms as an aid. 


Development of Squamous-Cell Carcino- 
mata in the Sinus Tracts of Chronic 
Osteomyelitis. John J. Niebauer, Stan- 
ford University School of Medicine, San 
Francisco, Calif. J. Bone & Joint Surg. 
28:280-85, April 1946. Two cases are 
described which illustrate several points 
in the diagnosis of squamous-cell carci- 
noma, arising from epithelialized, ciiron- 
ic sinuses of the bone. The positive diag- 
nosis should be made by performing a 
biopsy of material from the sinus tract 
since the lesion may be missed in curet- 
tage. Amputation is the best treatment. 
6 references. 2 figures. 

Avulsion of the Ischial Tuberosity: Report 
of a Case. Eugene F. Labuz (Capt, 
M.C., A.U.S.), Army Air Forces Re- 
gional Station Hospital, Scott Field, Il. 
J. Bone & Joint Surg. 28:388-89, April 
1946. A rare case of avulsion of the 
ischial tuberosity is described. The pa- 
tient was given diathermy and remained 
ambulatory. There was no significant 
change after a 2-month observation. 2 
references. 1 figure. 

Survival of the Head of the Radius in a 
Child after Removal and Replacement. 
J. Albert Key, Washington University 
School of Medicine, St. Louis, Mo. J. 
Bone & Joint Surg. 28:148-49, Jan. 
1946. The head of the radius should 
not be removed in children as doing so 
would interfere with the growth of the 
forearm. <A case is reported which is 
considered to be a clinical example that 
the epiphyses should not be removed in 
children. The fragment of the head in 
this patient included the epiphyseal line. 
A check examination made 13 months 
after operation showed almost normal 
movement of elbow, no pain, a strong 
arm, and satisfactory bone growth. 1 
reference. 2 figures. 

Orthoroentgenography as a Method of 
Measuring the Bones of the Lower Ex- 
tremities. _William T. Green, George 


M. Wyatt (Capt., M.C., A.U.S.), and 
Margaret Anderson, Boston, Mass. J. 
Bone & Joint Surg. 28:60-65, Jan. 
1946. Accurate measurement of the 
length of the lower extremitiés is often 
necessary. Clinical measurements are 
very inaccurate. A method which has 
given satisfactorily accurate results in 
over 2,200 cases is described. A com- 
parison is made with teleroentgenog- 
raphy. Orthoroentgenograms give a 
permanent and verifiable record of the 
length of the bones of the lower extremi- 
ties. Magnification of the length is elim- 
inated. Special high speed roentgeno- 
graphic equ'pment is unnecessary and the 
strain on the tube is no greater than in 
separate filming of hip, knee, and ankle. 
4 references. 1 table. 5 figures. 


A Bilateral Anomaly of the Wrist: Report 


of a Case. R. D. Butterworth (Major, 
M.C., A.U.S.) and W. E. Daner 
(Capt., M.C., A.U.S.). J. Bone & 
Joint Surg. 28:385, April 1946. An 
unusual type of congenital deformity of 
the wrists is described in a 23-year-old 
infantryman. The deformity was bi- 
lateral, with fusion of all the carpal 
bones and of the second, third, fourth, 
and fifth carpometacarpal joints on the 
right, and fusion of the capitate and 
hamate bones on the left. 1 reference. 
1 figure. 


Deformities Following Surgical Epiphyseal 


Arrest. Joseph M. Regan and Carl C. 
Chatterton, Mayo Foundation, Roches- 
ter, and the Gillette State Hosp'tal for 
Crippled Children, St. Paul, Minn. J. 
Bone & Joint Surg. 28:265-72, April 
1946. Complications are few following 
epiphyseal arrest by the Phemister meth- 
od. In 4 of 36 cases, deformities re- 
sulted from incomplete and asymmetri- 
cal arrest of epiphyseal growth. Four 
cases are reviewed. 12 references. 2 
tables. 3 figures. 


Bone-Marrow Embolism Following Frac- 


ture. Stuart Lindsay and Henry D. 
Moon (Capt., M.C., A.U.S ), Univer- 
sity of California Medical School and 
Letterman General Hospital, San Fran- 
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cisco, Calif. J. Bone & Joint Surg. 28: 
377-80, April 1946. The occurrence 
of bone-marrow embolism following 
fractures of the shafts of the long bones 
is demonstrated by histologic sections in 
3 case histories. 5 references. 3 figures. 
Early Secondary Closure Following Sau- 
cerization for Chronic Infection of 
Bone: A Preliminary Report. Gilbert J. 
McKelvy (Lt. Col., M.C., A.U.S.). 
J. Bone & Joint Surg. 28:241-43, April 
1946. Early secondary closure follow- 
ing saucerization for chronic infection 
of the bone is advocated. Medication 
with penicillin and sulfadiazine is essen- 


47. Joints 


RUPTURE OF 


tial before and after operation. Of 50) 
patients treated in this way, 35 healed 
primarily and 8 more were healed | 
month later. No case was a complete 
failure. 1 table. 

Localized Bone Cyst of the Os Calcis. J. 
M. Janes (Squad. Ldr., Med. Branch, 
R.C.A.F.). J. Bone & Joint Surg. 28: 
182, Jan. 1946. The common sites of 
osteitis fibrosa cystica are the upper end 
of the femur, the humerus, and the tibia. 
A typical case of such a cyst occurring 
in the os calcis and its operative cure are 
reported. 2 references. 2 figures. 


THE APONEUROSIS OF THE SHOULDER 


JOINT; PARTICULARLY REFERRING TO 
ITS TREATMENT 


H. Frosrap 
Alesund Muncipal Hospital 
Acta chir. Scandinav. 93:33-50, Jan. 1946 


The author studied 234 arthro- 
graphically examined patients and 64 
patients with abductions of the shoul- 
der. A compiete rupture of the joint 
capsule was seen 76 times, a complete 
rupture of the inner surface of the 
aponeurosis 27 times. 

Twenty-three patients with com- 
plete ruptures were operated upon: 6 
according to Hjort’s method, 7 by 
primary suture, and 10 according to 
the author’s own method. Eight cases 
of complete rupture and 9 cases of in- 
complete rupture were seen among 
the 64 cases of abduction. 

The author describes the pathologi- 
cal anatomy of the bursa subacromi- 
alis and the aponeurosis in complete 
and incomplete rupture. The cause 
of a rupture is primarily trauma. The 
main symptom in acute cases 1s pain. 
In chronic ruptures the patient com- 
plains of dull pain, general weakness 


of the arm, and limited motility of the 
shoulder joint. The outward and up- 
ward lifting of the arm is the most 
affected. The diagnosis is based on 
the symptomatology, roentgeno- 
graphic examination, and arthrog- 
raphy. 

Conservative treatment is success- 
ful in the majority of patients with in- 
complete rupture. If the pains are 
severe, the arm is placed in an abduc- 
tion splint for 1 week. The patient is 
ordered to begin active movements as 
soon as possible after the restitution 
of the joint. 

When a complete rupture of the 
aponeurosis has been diagnosed, op- 
eration is indicated under the follow- 
ing conditions: (1) considerable pain 
when the arm is in motion, (2) con- 
siderable active limitation of move- 
ment in the shoulder joint and 
marked weakness of the arm, (3) dis- 
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tinct roentgenologic changes in the 
bony parts, and (4) distinct clinical 
findings, e.g., crepitation on adduc- 
tion. 

Suture of the ruptured aponeurosis 
gives good results only in recent cases, 
when there is a good stump of the 
aponeurosis. An incision about 5 cm. 
long is made, extending laterally 
from the acromioclavicular joint. 
This incision splits the deltoid fibers 
and opens the roof of the bursa. The 
place of the rupture is easily visible 
through the incision, particularly if 
traction in the longitudinal direction 
of the arm with outward or inward 
rotation is applied. 

The author describes the operative 
procedures in chronic cases (Wilson, 
Hjort, Roar Strom) and reports his 
own method. He chisels off and 
smooths all the rough areas in the 
joint. The prominent tubercles, all 
projections, the tendinous, cartilagin- 
ous or bony frayed areas are chiselled 
off until the entire surface of the joint 
in this region becomes an even plane, 
which slides easily under the acro- 


mion. The bursa is closed after the 
planing. A few sutures through its 
upper fascia and the deltoid are sufh- 
cient. 

Exercises start immediately after 
the operation. In the first 3 days 
movements in the shoulder joint are 
painful and the exercise is limited to 
passive movements of the arm in all 
directions twice daily. 

The only complication (noted twice 
by the author) was the appearance 
of articular fistulas. There was a se- 
cretion of large amounts of serous 
fluid. The fistulas have closed rap- 
idly and left no limitation of motility. 
The 10 patients operated upon ac- 
cording to the author’s method were 
examined 4 to 2 years after the op- 
eration, and all were working. Normal 
movements in the shoulder joint were 
present in 7 patients. The remaining 
3 were able to abduct the arm 170 to 
180 degrees. Eight had no pains; 
slight pain was present in 2 patients. 
Fifty per cent regained full strength 
of the arm. 8 references. 6 figures. 


EARLY TREATMENT OF INJURIES TO THE KNEE JOINT 


Duncan C. 


McKeever 


Houston, Texas 
M. Rec. & Ann, 40:1382, April 1946 


In a series of 161 patients observed 
by the author, only 1 had adequate 
treatment at the time of initial injury 
of the knee joint. The others had 
little or no treatment. Most patients 
had several periods of disability be- 
fore operation, with varying degrees 
of disability in the intervals. 

The early treatment of injuries to 
the knee joint is of paramount impor- 
tance. If the knee joint is so severely 
injured that the patient is unable to 
extend the knee completely, or if ef- 


fusion is present, active treatment 
should be carried out at once. When 
effusion is present the knee should be 
aspirated by inserting a needle of ade- 
quate caliber (20 to 18) into the 
suprapatellar pouch from the lateral 
surface after which a cast should be 
applied from the groin to the ankle. 
If the therapy is properly carried out 
at the time of the initial injury, a 
large percentage of normal knees will 
result. 
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FISSURES OF THE ARTICULAR CARTILAGE OF THE 
PATELLA 


CHARLEs J. Surro (Major, M.C., A.U.S.) 
Surgery 19:251-66, Feb. 1946 


Injury to or excessive strain on the 
knee may lead to cracks and fissures 
of the articular cartilage of the patella 
in young adults and may similarly af- 
fect the articular cartilage covering 
the ossicles of anomalous patellae. 
Symptoms and signs of this condition 
are suggestive of injury to the semi- 
lunar cartilages, external ligaments, 
or synovial membranes, unless special 
attention is given to the patella in 
knee examinations. Early recognition 
is a material aid to therapy. A study 
is presented of 58 cases of this condi- 
tion. A permanent cure is difficult be- 
cause such patellae are very suscepti- 
ble to damage following minimal in- 
juries or exertions. Surgical interven- 
tion is sometimes indicated to abort 
progress of the lesion and aid in heal- 
ing. 10 references. | table. 6 figures. 


REFERENCES TO CURRENT ARTICLES 


Fracture of the Medial Epicondyle with 
Displacement into the Elbow Joint. 
James Patrick, Glasgow Royal Infirm- 
ary, Glasgow, Scotland. J. Bone & 
Joint Surg. 28:143-47, Jan. 1946. 
Clinical diagnosis of this condition is not 
always easy and is usually determined 
by roentgenograms. In the event that 
a satisfactory anteroposterior view can- 
not be obtained but the lateral roent- 
genogram shows the epicondyle at the 
joint level, the difficulty may be con- 
sidered to be in the joint. Reduction in 
early cases can be done easily by anes- 
thetizing the patient, gently abducting 
the forearm, and applying faradism to 
the flexor muscles. Cases unrecognized 
for several weeks are probably best left 
alone and not operated upon. Immedi- 
ate anterior transposition of the ulnar 


nerve to prevent a late neuritis is un- 
necessary in cases of delayed recognition. 
4 references. 5 figures. 


Fracture-Dislocation’ of the Mid-Tarsal 
and Cuboideonavicular Joints: Report of 
a Case. Irwin A. Joslow, Guthrie Clin- 
ic and Robert Packer Hospital, Sayre, 
Pa. J. Bone & Joint Surg. 28:386-88, 
April 1946. A case is described of a 
rare medial displacement at the mid- 
tarsal joint in which the navicular was 
displaced farther on the talus than was 
the cuboid on the calcaneus. This caused 
a diastasis between the navicular and 
cuboid. Immobilization was by rigid in- 
ternal fixation. | reference. 2 figures. 

Submeniscal Foreign Bodies in the Knee: 
Report of Two Cases. William E. Ken- 
ney, Yale University School of Medi- 
cine and the New Haven Hospital, New 
Haven, Conn. J. Bone & Joint Surg. 
28:391-93, April 1946. Two cases of 
the rare condition of submeniscal for- 
eign bodies in the knee are presented. 
It is emphasized that the submeniscal 
compartment can contain and conceal 
foreign bodies. 3 references. 2 figures. 

Surgical Diagnosis of Acute Injuries of the 
Knee Joint. G. Blundell Jones ( Major, 
R.A.M.C.), England. S$. Clin. North 
America 26:402-409, April 1946. Ob- 
servations were made on 200. cases of 
acute injury of the knee joint, exclusive 
of wounds and open fractures. Obcca- 
sionally surprising lesions can be dis- 
covered only by roentgenography. For 
example, an acute strain of the internal 
lateral ligament led to the discovery of 
an osteogenic sarcoma of the lower third 
of the femur. Examination under anes- 
thesia is indicated in severe injuries which 
are very painful. Gentle manipulation 
under pentothal anesthesia after aspira- 
tion of effusion will reveal lateral liga- 
ment and cruciate ruptures, and loss of 
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extension due to cartilage displacement. 
The anesthetic also allows for painless 
aspiration of hemarthrosis and for reduc- 
tion of displaced cartilages. Treatment 
will be necessary immediately only in a 
small group of cases and they are main- 
ly (a) the complete lateral ligament 
rupture and (b) the displaced irreducible 
meniscal lesions. 


Technic of Debridement of the Knee Joint 


for Arthritis. Paul B. Magnuson, Pas- 
savant Memorial Hospital, Chicago, III. 
S. Clin. North America 26:249-66, 
Feb. 1946. The author has performed 
débridements of the knee in more than 
100 patients; many of these patients left 
the hospital walking without a limp in 
less than 3 weeks. If cases for this op- 
eration are properly selected and opera- 
tive technic and after-treatment are 
carefully adhered to, the results of dé- 
bridement for traumatic or hypertrophic 
arthritis of the knee and hip are among 
the most satisfactory in any form of 
joint surgery. 

Bilateral Extra-Articular Ankylosis of the 
Hip Joint. A. R. Buchanan, University 
of Colorado School of Medicine, Den- 
ver, Colo. J. Bone & Joint Surg. 28: 
381-84, April 1946. A rare case a bi- 
lateral ossification of the iliofemoral liga- 
ments was observed in the cadaver of a 
man 38 years old at the time of death. 
7 references. 3 figures. 

Ligaments of the Knee Joint. Otto C. 
Brantigan and Allen F. Voshell, Uni- 
versity of Maryland School of Medicine, 
Baltimore, Md. J. Bone & Joint Surg. 
28:66-67, Jan. 1946. Relationship of 
the ligament of Humphrey to the liga- 
ment of Wrisberg is stressed because it 
is not mentioned in standard textbooks 
of anatomy. Both ligaments extend 
from the posterior aspect of the lateral 
meniscus to the medial condyle of the 
femur but the ligament of Humphrey 
passes in front of the posterior cruciate 
ligament and the ligament of Wrisberg 
behind it. In 50 anatomical specimens, 
a typical ligament of Wrisberg was 
found 30 times, a typical ligament of 


Humphrey 17 times and both were 
found 3 times. 3 references. 4 figures. 


Arthrodesis of the Hip Produced by In- 


ternal Fixation. John J. Niebauer and 
Don King, Stanford University School 
of Medicine, San Francisco, Calif. J. 
Bone & Joint Surg. 28:103-12, Jan. 
1946. A method of arthrodesis of the 
hip joint which obtains firm and imme- 
diate fixation by use of a Smith-Petersen 
nail and Venable screw has been used 
in 24 patients, 15 of whom obtained 
painless, stable hips. The vitallium screw 
is placed through the acetabulum and 
into the head of the femur, thereby in- 
creasing the stability acquired by the nail. 
The nail must penetrate the thick part 
of the acetabulum to ensure complete 
stability. The necessity of using a sharp 
pointed nail is stressed. 3 references. 2 
tables. 16 figures. 


The Position of the External Hip Joint in 


the Above-the-Knee Prosthesis with 
Pelvic Suspension. A. R. Buchanan and 
Benjamin E. Robinson, University of 
Colorado School of Medicine, Denver, 
Colo. J. Bone & Joint Surg. 28:71-80, 
Jan. 1946. The pelvic type of suspen- 
sion is being increasingly used in above- 
the-knee prostheses. The upper end of 
the prosthesis is articulated through an 
external joint with a rigid pelvic band. 
Studies were made to determine the op- 
timum position of the external joint with 
relation to straight forward flexion of 
the limb. Results indicate that the ex- 
ternal joint should be placed 1% to 134 
in. anterior to the middle of the great 
trochanter. Considerable adjustment in 
position of the external joint within rath- 
er narrow limits is necessary to com- 
pensate for varying degrees of flexion, 
abduction and external rotation of the 
thigh. 4 references. | table. 15 figures. 


An Improved Method of Arthrography. 


A. Blaustein, Montreal, Canada. 
Canad. M. A. J. 54:491-92, May 
1946. An apparatus is described which 
delivers a controlled, measured amount 
of filtered pure oxygen into the knee 
joint. The apparatus, consisting of a 
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miniature oxygen tank with an airflow 
control gauge, a 100 cc. syringe and a 
3-way stopcock, glass filter, and some 
rubber tubing, is easily assembled. The 
author states that a well taken arthro- 
gram will indicate the extent of an in- 


48. Tendons 


jury to the menisci. Roentgen-ray pro- 
cedures are (1) an anteroposterior and 
lateral film; (2) an anteroposterior over 
a curved cassette with the knee flexed 
30 degrees; (3) spot films on either side 
of the patella. 1 figure. 


PENICILLIN THERAPY FOR TENDON SHEATH INFECTION 
OF THE HAND 
Joun A. Marspen 


Royal Melbourne Hospital, Melbourne, Australia 
M. J. Australia 1:435-36, March 30, 1946 


Ten patients suffering from suppu- 
rative tenosynovitis of the hand were 
hospitalized and given penicillin ther- 
apy. Two small transverse incisions 
were made with a tenotome just prox- 
imal to the metacarpophalangeal 
crease and just proximal to the distal 
interphalangeal crease. The incisions 
were made through skin, subcutaneous 
tissue, and fascia, and nicks were made 
in the tendon sheath. A needle was 
inserted into each incision until the 
tendon sheath was reached. Pus was 
aspirated through each needle with a 
dry sterile syringe to relieve tension 
and permit cultivation of the infect- 
ing organism. Penicillin solution 
(500 units per mm.) was syringed 
through one needle until it appeared 
through the other needle. The peni- 
cillin solution was washed through 
the infected sheath. The needles were 


then removed and the wounds packed 
open with sterile gauze. This was fol- 
lowed by daily injections of penicillin 
given after morphine sedation. Intra- 
muscular injections of 15,000 units of 
penicillin can also be given every 3 
hours if desirable. Finger movement 
was encouraged. The number of in- 
jections was reduced as the local con- 
dition improved and as the swabs be- 
came free of bacteria. 

Five patients recovered full func 
tion of the digit; 3 patients retained 
impaired function with some limita- 
tion of flexion and extension, and 2 
patients developed stiff fingers which 
necessitated incision of the tendon 
sheath. No digits were lost or hands 
disorganized. There was no osteo- 
myelitis or arthritic involvement in 
any of the 10 cases studied. 


ON THE TREATMENT OF DUPUYTREN’S CONTRACTURE 


FRIDRIK EINARSSON 
Orthopedic Hospital, Copenhagen, Sweden 
Acta chir. Scandinav. 93:1-22, Jan. 19, 1946 


One hundred and eleven patients 
affected with Dupuytren’s contrac- 
ture, 101 men and 10 women, have 
been treated at the Orthopedic Hos- 


pital in Copenhagen during the peri- 
od of 1928 to 1943. The mean age 
was 51 years. One hundred and 
sixty-four hands were affected in 111 
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patients; 84 hands were operated 
upon. Excision of the palmar apo- 
neurosis was performed on 68 hands. 
The results were excellent in 43 cases 
(69 per cent), fair in 7 cases (11 per 
cent), and poor in 12 cases (20 per 
cent). 

The treatment of choice is excision 
of the palmar aponeurosis in cases 
where it is practicable. In mild cases, 
particularly those occurring in early 
life, excision of the palmar aponeu- 
rosis is advised as a prophylactic mea- 
sure, since the deformity always is 
progressive. In mild cases which usu- 
ally occur at a mature age (about 50) 
developments must be awaited, since, 
because of the slow progress of the 
contracture, these patients have a 
chance of escaping further symptoms. 
Severe cases which usually occur at a 
mature age call for an operation, par- 
ticularly if the patient is embarrassed 
by the deformity. If the general con- 
dition is satisfactory and the tendency 
to heal is expected to be good, exci- 
sion of the palmar aponeurosis should 
be performed, but a severe articular 


_ contracture requires digital amputa- 


tion. The soft parts from the ampu- 
tated finger may successfully be ap- 
plied to cover a defect in the palm 


left by the excision of the aponeuro- 
sis. 

The incision should be made along 
the natural creases of the palm, an in- 
cision across the creases being likely 
to destroy an otherwise satisfactory 
result by the formation of a tense, 
hypertrophic cicatricial bridge giving 
rise to fissures and pain. An incision 
in the finger should be anterolateral. 
The excision of the aponeurosis is 
most easily accomplished when the 
mobilization is begun proximally, at 
the apex of the aponeurosis. Before 
the wound is closed, the hemostasis 
must be complete. Postoperative 
hemorrhage is a complication which 
may retard the healing and delay the 
restoration of function. General an- 
esthesia is preferable to local anes- 
thesia, since the risk of postoperative 
hemorrhage is less. 

A total removal of the aponeurosis 
would be most desirable, but it is 
technically impracticable. On the 
other hand, a systematic removal of 
the aponeurosis in line with the three 
ulnar fingers may be accomplished; 
and since the disease in most cases is 
localized to this area, such a procedure 
presumably would diminish the risk 
of recurrence. 


DUPUYTREN’S CONTRACTURE 


W. B. Ayre (Capt., R.C.A.M.C.) 
Montreal, Canada 
Canad. M. A. J. 54:158-60, Feb. 1946 


Among 486 members of the Vet- 
erans’ Guard of Canada, about 13 per 
cent showed early or well advanced 
Dupuytren’s contracture. In 37 of the 
64 patients, the contracture was early; 
in 25 patients there was moderate 
flexor contraction of the medial 2 fin- 
gers; and in 2 patients the contracture 


was complete. The thumb was in- 
volved in 1 patient, and in another 
there was fibrous induration of the 
penis. The contracture had begun in 
the right hand in 34, in the left in 20, 
and in both hands simultaneously in 
10 patients. Most of these patients 
were manual workers, but there was 
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no noticeable common physical con- 
stant and 22 showed no abnormal 
physical signs. 

The earliest sign is a nodular thick- 
ening of the palm. The process may 
become arrested at this stage, or pro- 
ceed to contracture in a variable peri- 
od of time—6 months to 4 years in 
the group studied. There is no pain 
at any stage of the affection. No evi- 
dence was found to support the view 





that Dupuytren’s contracture is a di- 
agnostic sign indicative of visceral dis- 
ease rather than an entity in itself. 

No definite etiologic factor could be 
demonstrated in this series, nor was 
there evidence other than trauma to 
support the usual theories of etiology. 
Dupuytren’s contracture probably re- 
sults from trauma in individuals with 
a certain constitutional predisposition. 
6 references. 


LATE RUPTURE OF EXTENSOR POLLICIS LONGUS TENDON 
FOLLOWING COLLES’S FRACTURE 
FREDERICK M. SmIrH 
College of Physicians and Surgeons, Columbia University, New York, N. Y. 
J. Bone & Joint Surg. 28:49-59, Jan. 1946 


Five cases of ruptured extensor pol- 
licis longus tendon following Colles’s 
fracture are reported, together with 
a brief survey of the literature on the 
subject. This is a rare condition not 
often recognized. Rupture is prob- 
ably the result of aseptic necrosis of 
the tendon following inhibition of its 
blood supply. Symptoms are absent 
prior to rupture. Patients complain 
that something gave way on the back 
of the wrist and that afterwards they 
could not straighten or lift the thumb. 
The thumb droops and there is diffi- 
culty in picking up small objects. 
Good to excellent return of function 
may be obtained with operation but 
permanent disability results if no op- 
eration is performed. Dual function 
of this tendon is stressed and a meth- 
od of repair described. 10 references. 
3 tables. 12 figures. 


REFERENCES TO CURRENT ARTICLES 
A Contribution to the Bloodless Treatment 
of a Tear of the Extensor Tendon of 
the Finger (Ein Beitrag zur unblutigen 


Behandlung der Strecksehnen-A brisse 
der Finger). E. Ledergerber, St. Gal- 


len, Switzerland. Schweiz. med. 
Wehnschr. 75:1088-89, Dec. 8, 1945. 
In 3 patients tears of the extensor ten- 
don of the finger were successfully treat- 
ed by the following method: Two holes, 
5 mm. apart, are drilled through the 
nail of the injured finger where the nail 
protrudes beyond the nail-bed. ‘The 
splint to be used should extend from the 
end of the fingernail to within 5 mm. 
of the joint between the middle and 
basal phalanx (middle joint). While the 
splint is being held close to the dorsum 
of the finger, a strong thread is drawn 
from the dorsal aspect through a hole in 
the splint and the corresponding hole in 
the nail, then is drawn from the pal- 
mar side through the other hole in the 
nail and a corresponding hole in the 
splint, whereupon the two ends of the 
thread are tied in a tight knot on top of 
the splint. A strip of gauze is inserted 
between the finger and the splint, begin- 
ning behind the fingernail and reaching 
a little beyond the splint. Then the 
splint is fastened to-the finger with ad- 
hesive tape, allowing the middle joint 
free movability. “The bandage has to be 
checked twice a week for possible loosen- 
ing of the thread or adhesive tape. Af- 
ter the splint has remained in place for 
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6 weeks, the tendon is usually grown 
together. 

The Diagnosis of Acute Flexor Tendon 
Tenosynovitis. William R. Moses, 
Washington, D. C. Surg., Gynec. & 
Obst. 82:101, Jan. 1946. The cardi- 
nal signs and symptoms of acute teno- 
synovitis described by Kanavel are not 
pathognomonic. By engaging the nail 
of the involved finger in the thumb nail 


49. Amputations 


of the examiner so that actual flexion is 
prohibited, attempted flexion of the 
finger in acute tendon sheath infection 
will cause acute pain along the palmar 
aspect of the finger, owing to tension of 
the tendon against its sheath. If only 
soft parts are infected there will be no 
pain. The author found the test to be 
specific in 23 consecutive cases of teno- 
synovitis. 2 references. 1 figure. 


PLASTIC AND RECONSTRUCTIVE SURGERY OF 
AMPUTATION STUMPS 
S. Mivron Dupertruis (Comdr., M.C., U.S.N.R) and James A. HENDERSON 


(Comdr., M.C., U.S.N.R.) 
U.S. Nav. M. Bull. 46 Supplement:65-77, March 1946 


Amputation patients have been re- 
ferred for plastic surgery in cases 
where there was need for replacement 
of contracted scar tissue by skin graft, 
for lengthening of short, useless am- 
putation stumps; or for the covering 
of large granulation defects and scar 
deformities of the face or extremities. 
Case reports illustrate the use of 
tubed abdominal pedicles and bone 
extension grafts to increase function in 
partial finger and hand amputations. 
Bone extension grafts, when placed as 
rigid extensions of fixed metacarpals, 
should be short, and the tubed pedi- 
cle covering must be protected for the 
6 to 12-month period of anesthesia. 
The return of sensation is never equal 
to the tactile discrimination of the 
normal finger. Consideration should 
be given to the advantages of provid- 
ing thumb apposition. 

Short forearm stumps were pre- 
served or lengthened sufficiently to 
activate a prosthesis by chest wall 
pedicle grafts of skin and fat or by 
utilizing the redundant skin and soft 
tissue of the dependent posterior por- 


tion. In outlining a pedicle some in- 
crease in width should be planned to 
allow for the retraction of the tissues 
when released from the contracted 
scar. Immediate free grafting or clo- 
sure of the donor site on the chest is 
done in all pedicle grafts. 

In partial foot amputations an ad- 
jacent pedicle flap on the dorsum of 
the foot, a reverse thigh pedicle graft, 
and a delayed reverse calf pedicle 
from the opposite leg were used in 
treating tender adherent scars and 
wounds which resisted healing. It is 
pointed out, however, that if the pedi- 
cle graft must extend onto the plan- 
tar walking surface of the stump, 
there is doubt as to whether the lower 
border of the pedicle will tolerate the 
maximum trauma of weight bearing. 

Reverse cross-thigh pedicle grafts 
are being used on 2 below-knee am- 
putation cases. One has an adherent, 
contracted scar, and the other has re- 
sisted healing for 2 years. To illus- 
trate the importance of individual 
planning in each instance an incom- 
plete case is reported in which a short 
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thigh stump is being preserved by an 
abdominal pedicle graft rather than a 
cross-leg thigh pedicle in order to 
avoid a scar on the opposite leg where 
a prosthesis must be worn also. 

It is concluded that pedicle grafts 
are the best method of preserving or 


lengthening short arm stumps, but 
that in the reconstruction of short 
lower extremity stumps success will 
depend upon the elimination of undue 
pressure and irritation by the pros- 
thesis during the anesthetic period. 
14 figures. 


SUPRACONDYLAR AMPUTATIONS: A SURVEY 


M. J. Tostas 
Goldwater Memorial Hospital, New York, N. Y. 
Ann. Surg. 123:473-80, March 1946 


The results of 149 amputations, 
most of them thigh amputations, are 
reported. There was an amputation 
mortality of 38.2 per cent with re- 
frigeration (Allen technic), 29.4 per 
cent under spinal anesthesia, and 
21.05 per cent under cyclopropane. 

Gas bacillus infections occurred in 
9.57 per cent of the amputations done 
under refrigeration; none occurred in 
either of the other two groups. The 
clinical results obtained under refrig- 
eration appear to corroborate the labo- 
ratory findings of Large and Hein- 
becker, who suggest that all refrig- 
erated tissue should be removed at 
operation by applying the tourniquet 
and the cold distal to the level of 
amputation. This method was fol- 
lowed with good results. 11 refer- 
ences. 6 tables. 

REFERENCES TO CURRENT ARTICLES 
Indications for the Syme Amputation. Ru- 
fus H. Alldredge (Lt. Col.), Thomas 

M. England General Hospital, Atlantic 

City, N. J. S. Clin. North America 

26:422-31, April 1946. The Syme 

amputation should never be performed 

asa primary procedure following war 
injuries. The operation is never justi- 
fied in the presence of nearby unclean 
wounds. Peripheral vascular diseases, 
such as thromboangiitis obliterans and 
arteriosclerosis with or without diabetes, 


are clear-cut contraindications for this 
amputation. Total loss of sensation due 
to irreparable peripheral nerve lesions 
represents another condition in which 
the Syme amputation should not be done. 
The author does not consider gangrene 
of the forefoot due to frostbite, trench 
foot, freezing, or combinations of these 
a clear-cut contraindication. He believes 
that persistent tenderness in the adjoin- 
ing viable tissues associated with gan- 
grene from these causes is a contraindi- 
cation to this amputation only when the 
tenderness extends into the soft tissue 
which will be retained as part of the 
Syme stump. 

Concerning Amputations. Harry E. Mock, 
St. Luke’s Hospital, Chicago, Ill. S. 
Clin. North America 26:495-511, April 
1946. The amputation technic of the 
best British and American surgeons is 
summarized. Methods which further 
traumatize nerve trunks, such as inject- 
ing, ligating, crushing or undue pulling 
down of these severed nerves, are con- 
demned. The success of the guillotine 
amputation, where the periosteum is cut 
clean with the bone, leads to the con- 
clusion that the aperiosteal method may 
be discontinued. The ideal stump has 
been expressed in terms of so many 
inches and short stumps of 1% to 3 
inches below-knee or below-elbow have 
been sacrificed in order to meet the ideal. 
Every effort should be made to save 
these short stumps. Often, with care- 
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ful planning, atypical skin flaps can be 
saved, closed in about the short bony 
stump, and in spite of damaged circu- 
lation, will often live. Refrigeration 
anesthesia with tourniquet is an ideal 
method to use on elderly people or on 
other patients where shock is a problem. 
Refrigeration anesthesia without tourni- 
quet makes an excellent basal anes- 
thetic which can be supplemented by a 
minimum amount of either nitrous ox- 
ide, pentothal sodium, or intravenous 
morphine, as desired or indicated. 

A Rare Case of Arteriovenous Aneurysm 
of an Arm Stump (Redki Sloochai Ar- 
terio Venoznot Anevrisma Koolta 
Plechi). D. I. Chechelnitzkii. Gospit. 
delo 6:57-88, 1945. An amputation of 
the os humeri (between the upper and 
middle thirds) was performed because 
of gunshot-fractures. The patient was 
transferred to an Army hospital 5 weeks 
after the injury. At this time the stump 
was found to be slowly granulating, 
with a minimal exudation. The move- 
ments in the joint were free. The 
stump was 19 cm. long. A pulsation 
was visible and on palpation an arterio- 
venous aneurysm could be detected. The 
amputation wound was reopened under 
local anesthesia and the aneurysm was 
removed. It was formed from the lu- 
mina of a severed artery and vein which 
were placed near eath other after suture 
of the amputation wound. 


Contribution to the Extension of Indica- 


tions for Amputation and Exarticulation 
of the Fingers (K. Voprosoo o Razshir- 
ent Pokazani k Amputatsi i Ekzarti- 
kulatsa Paltzev Kistt). D. Ch. Prie- 
delski, N.-Evacuation Hospital, Red 
Army. Gospit. delo 1-2:32-35, 1945. 
The indications for amputation or ex- 
articulation of the phalanges after gun- 
shot fractures in the interphalangeal or 
metacarpophalangeal joints should be 
broadened. Amputations are recom- 
mended in injuries of the third, fourth, 
and fifth phalanges of the right hand. 
In gunshot fractures of the third, fourth 
and fifth fingers in the interphalangeal 
or metacarpophalangeal joints, an am- 
putation or exarticulation is recommend- 
ed. Suture of the wound after intro- 
duction of sulfonamide powder results 
in complete healing of the wound in 3 
or 4 weeks. 


Local Amputation of Gangrenous Toes in 


the Presence of Glycosuria and Senility. 
Neville C. Joel, Bunbury, Western 
Australia. M. J. Australia 1:298-99, 
March 2, 1946. Two cases of diabetic 
gangrene of the toes in men of 69 and 
72 years are reported. The treatment 
consisted of insulin therapy, physical 
therapy, and amputation of the affected 
parts. Sulfathiazole and penicillin treat- 
ments were used. These cases serve as 
evidence that high amputation is not al- 
ways necessary. 








50. Traumatic Surgery 
THE EARLY MANAGEMENT OF FACIAL INJURIES 


Wayne B. SLAUGHTER and WayNnE Wonca 
Cook County Hospital, Chicago, III. 
S. Clin. North America 26:2-19, Feb. 1946 


The treatment of facial injuries — relief of pain, and the splinting of in 
may be immediate, delayed, or late. jured parts. 
Immediate treatment is_ instituted In general, in a wound obtained 
within the first few hours after injury under relatively clean conditions, pri 
and includes the management of mary suture if done within a period 
shock, the control of hemorrhage, the of 6 hours after injury should result 
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in an uneventful healing. If the 
wound is unclean, this time must be 
reduced to 4 hours. The sulfonamide 
must be in a form which is sterile, as 
well as nonirritating to the tissues. 
The amount actually instilled in the 
wound should be the minimum. 

The use of penicillin in the pres- 
ence of organisms susceptible to it has 
practically removed the obstacle of in- 
fection in wound healing. Soft tissue 
wounds of several days’ duration, 
even though infected or actually 
purulent, may be closed primarily if 
adequate amounts of penicillin are 
given locally and systemically. 


51. Burns 


Linear contracting scars that cause 
disfiguring ectropion of the eyelids 
and lips and distortion of the external 
nares can often be corrected by a sim- 
ple Z-plastic operation. If the con- 
tracting scar is a broad band, it may 
be excised and made into a linear one 
or replaced by a full-thickness free 
graft or a pedicle graft. 

The use of autografts of cartilage 
or medullary bone in the reconstruc- 
tion of bony contour of the nose, chin, 
forehead, and cheek bones is becoming 
increasingly popular. Cartilage 
homografts have indicated uses under 
limited circumstances. 


TISSUE DAMAGE DUE TO COLD 


Letv KreyBerG (Major, Royal Norwegian A. C.) 
Lancet 1:338-40, March 9, 1946 


The first reaction of the skin on ex- 
posure to cold is a contraction of the 
blood vessels, including the minute 
vessels, with resulting pallor of the 
skin. When the temperature of the 
skin falls to 15 to 25° C., the minute 
vessels show some degree of dilatation, 
while the arteries and arterioles re- 
main more or less contracted; the skin 
is cold to the touch and cyanotic, in- 
dicating local oxygen deficiency. 
When the skin temperature is further 
lowered, the skin becomes reddened, 
and is definitely red at about 10° C. 
The local surplus of oxygen indicated 
by this change in color is apparently 
paradoxical, but is due to lack of con- 
sumption of oxygen and a lowered 
dissociation of oxygen at this temper- 
ature. In both the cyanotic and red 
stages the sensation of touch and pain 
is reduced and there is numbness. If 
the skin temperature falls still lower 


(below 10° C.), the skin becomes 
bright pink and is painful; the tem- 
perature may rise suddenly several 
degrees, owing to dilatation of the ar- 
teries and arterioles, and the pain is 
then relieved. If the exposure to cold 
is prolonged, there are “successive 
waves” of contraction and dilatation 
of the arteries and arterioles, while 
the minute vessels remain more or less 
dilated. These changes may be re- 
garded as physiological reactions to 
cold; if the temperature is restored to 
normal, there may be no further re- 
action and no tissue damage. If the 
exposure is prolonged, first degree 
frostbite results; the part is red with 
slight pulsation; the skin is slightly 
edematous with itching, burning or 
some pain; the condition resembles a 
moderate sunburn or scald. If the 
exposure is longer or the temperature 
lower, a second-degree frostbite re- 
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sults with blister formation and a gen- 
erally more severe reaction, corre- 
sponding to second-degree heat reac- 
tions. With more severe exposure, 
there is freezing of the tissue to ice; 
immediately before this the minute 
vessels, as well as the arteries and 
arterioles, contract, and the frozen skin 
is white. When, on return to normal 
temperature, thawing begins, the skin 
becomes red and edematous; edema 
develops rapidly if the thawing 1s 
done in a warm room. Hyperemia 
and edema after thawing may be se- 
vere and may be accompanied by blis- 
tering and necrosis. 


Prolonged exposure to moderate 
cold is the basic cause of trench foot 
and immersion foot. The changes in 
these conditions, as in freezing of the 
tissues, go beyond the physiological 
adjustment to cold. In this form of 
tissue damage due to cold, the vascu- 
lar reaction predominates; local ede- 
ma, due to increased transudation, 
and arterial spasm are the chief fea- 
tures. The condition is primarily an 
acute aseptic inflammation, and trench 
foot, frostbite, and freezing to ice are 
essentially the same, but varying in 
degree. 

In the treatment of these condi- 
tions, the tissues must be brought back 
to normal temperature and normal 
circulation; this process, however, in- 
volves the danger of stasis. In cases 
of very prolonged or severe exposure, 
stasis may develop almost instantane- 
ously and be unavoidable, but in other 
cases it may be avoided by correct 
treatment. In treatment, rapid heat- 
ing and rubbing of the involved part 
are to be avoided. The limb is placed 
in an elevated position and the vascu- 
lar reaction observed. If the vascular 
response is rapid, the temperature of 
the skin rising quickly, the part should 


be moderately cooled, not with use of 
ice packs or similar methods, but pref- 
erably by a draft of cool air, as from a 
fan. The skin should be kept dry and 
aired to avoid any maceration. 9 ref- 
erences. 


REFERENCES TO CURRENT ARTICLES 
The Use of Saline Solution, Glycerin, and 
Acetic Acid in the Care of Burns. Fred- 
erick E. Ludwig (Lt., M.C., U.S.N. 
R.). Surgery 19:486-91, April 1946. 
Results of treatment of 358 burns with 
a solution composed of 15 per cent glyc- 
erin and 4 per cent acetic acid in nor- 
mal saline, pH about 3.8, are discussed. 
This solution eliminates odor from burns 
within 24 to 36 hours and markedly 
raises the patient’s morale. There is no 
maceration of tissues. Glycerin stimu- 
lates epithelization and facilitates dress- 
ing changes while the acetic acid checks 
pyogenic infections. A sterile 3-inch fine 
mesh gauze bandage is moistened with 
the solution and applied longitudinally 
to burns of the arms and legs to prevent 
constriction. This is covered with 5 or 
6 layers of heavy gauze and a pressure 
bandage. With this treatment, clean 
‘ granulating surfaces suitable for early 
skin grafting were obtained. Minimum 
grafts were required. 3 figures. 
Chemotherapy and Control of Infection 
Among Victims of the Cocoanut Grove 
Disaster. Maxwell Finland, Charles S. 
Davidson, and. Stanley §S. Levenson, 
Boston, Mass. Surg., Gynec. & Obst. 
82:151-73, Feb. 1946. This paper re- 
views the experience of the Boston City 
Hospital staff in the systemic use of sul- 
fonamides, chiefly sulfadiazine, in burned 
patients from the Cocoanut Grove dis- 
aster. Although the dosage was ade- 
quate, blood levels were often irregular, 
but there were few toxic effects, all of 
which were mild. Infections occurred 
in deeply burned areas after the first 
week, but usually were not severe. In- 
fection did not spread beyond the burned 
area except in 1 case. Pulmonary in- 
fections were infrequent and_ usually 
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mild. It was considered that chemo- 
therapy was instrumental in minimizing 
pulmonary infections and preventing 


52. Shock 


delayed deaths from pneumonia in many 
cases. 8 references. 7 tables. 9 fig- 
ures (charts). 


EFFECT OF INTRAVENOUS ADMINISTRATION OF OXYGEN 
ON SHOCK IN DOGS AND IN HUMAN BEINGS 


MENDEL Jacosi, BERNARD KLEIN (Capt., Sn.C., A.U.S.), Henry Rascorr, 
BENJAMIN Kocut, Romeo AUERBACH and JOHN E. JENNINGS 


Beth-E] Hospital and Jewish Hospital for Chronic Diseases, Brooklyn, and the Office of the ° 


Chief Medical Examiner of the City of New York, New York, N. Y. 
Arch. Surg. 52:42-49, Jan. 1946 


Attempts made in the past to ad- 
minister gas-oxygen intravenously 
were discontinued because of the de- 
velopment of undesirable effects such 
as embolism or cardiac tamponade. 
Analysis of these attempts showed 
that the amounts of oxygen adminis- 
tered were too large or that the gas 
was injected too rapidly or at too high 
a pressure. [The rarity of air em- 
bolism is adduced from the records of 
the Office of the Chief Medical 
Examiner of the City of New York 
where in over 150,000 autopsies only 
20 cases of this condition are re- 
ported.| The authors, using a modi- 
fied apparatus of the type described 
by E. E. Ziegler (1941), studied the 
effects of intravenous administration 
of 100 per cent (commercial and U. 
S. P.) oxygen in 6 dogs, in whom 
irreversible shock had been produced 
experimentally, and in 3 patients with 
severe acute progressive (secondary 
traumatic) shock. Five of the dogs 
completely recovered; all 3 patients 


recovered rapidly from the clinical 
and laboratory evidences of shock. In 
the treatment of shock, gas-oxygen, 
intravenously administered, at pres- 
sures at or slightly above venous pres 
sure, and at rates of 60 to 600 cc. per 
hour depending on the size and the 
age of the person, can be given with 
safety and may be of value. So ad- 
ministered, it may be efficacious when 
oxygen by inhalation fails to yield 
therapeutic results, since by the intra- 
venous route, a lung functionally 
deficient because of the frequently 
present edema or other mechanism 
leading to faulty pulmonary aeration, 
can be by-passed, and the necessary 
oxygen made available to the body. 
Experiments are at present under way 
to construct an automatically self- 
compensating apparatus that will be a 
satisfactory substitute for the constant 
attention now required. 13 refer- 
ences. 1 table. 

[One Editor thinks the top dosage cited 
of 600 ce. is too large.—Ep. | 
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SLUDGED BLOOD IN TRAUMATIC SHOCK 


Metvin H. KniseEty, THEoporE S. ELtior and Epwarp H. BLocu 


Chicago, Il. 


Memphis, Tenn. 


Chicago, Il. 


Arch. Surg. 51:220-36, Nov.-Dec. 1945 


Contraction or compression of a 
capillary to a little less than the di- 
ameter of the contained red cells 
resists passage of blood. As most of 
the circulating blood must normally 
pass through arterioles and capillaries 
having an internal diameter once, 
twice, or at most three times that of 
the red cells, on every trip from the 
left side of the heart through the cir- 
culatory system and return, these 
vessels are a perpetual “bottleneck” 
in the vascular system. 

The pathologic circulatory physiol- 
ogy of rhesus monkeys in the third 
stage of P. knowlesi malaria is similar 
to that occurring in the blood vessel 
walls preceding and during traumatic 
shock. Study of these changes showed 
that a thick glassy precipitate forms 
between and around all the blood cells 
of the animal, throughout the circula- 
tory system, at one time. The process 
goes on to completion in 10 to 20 
minutes. This precipitate binds the 
cells together into masses which are 
microscopically large, semirigid and 
tough and thereby changes all the 
circulating blood into a thick sludge. 
The rate of flow of the blood through 
all the small vessels of the body then 
becomes progressively slower than 
normal, producing a stagnant anoxia 
over the entire body. The vessel 


walls do not at first leak perceptibly, 
but after the sludged blood has been 
flowing slowly for a time, postcapil- 
lary venules begin to leak slowly and 
then more rapidly, leaving masses of 
coated cells stranded in the vessels. 
These cause a progressively diminish- 
ing blood volume and venous return. 

Possible initiating factors in pro- 
duction of traumatic shock are: (1) 
Local crush plus flow through a ves- 
sel in the crushed area are necessary 
and sufficient to release a flow of 
sludged blood into the general circula- 
tion; (2) precipitates can form around 
or between the moving blood cells in 
less than a second; (3) sludge can be 
formed in an area into which there is 
no hemorrhage and but little loss of 
plasma; (4) sludge is also formed in 
areas injured only severely enough to 
cause local transudation of plasma, 
diapedesis of red cells and/or hemor- 
rhage; (5) during periods when rate 
of production of sludge is faster than 
its rate of removal, sludge accumu- 
lates in the vascular system; (6) if 
injury is sufficient and the sludge flow 
fast enough, all the circulating blood 
changes to sludge, causing a progres- 
sively decreasing blood volume and 
venous return which produces symp- 
toms of shock. 38 references. 1 fig- 
ure. 
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THE IMPORTANCE OF PLASMA PROTEIN CHANGES AND 
HAEMOCONCENTRATION IN SHOCK 


Epwarp §S. Mixis and Arex. L. Gorpon (Major, R.C.A.M.C.) 
Montreal General Hospital, Montreal, Canada 
Canad. M. A. J. 54:95-103, Feb. 1946 


Observations of blood changes in 
patients suffering from shock due to 
trauma, including burns and injuries 
with extensive blood loss, confirm the 
conclusions of a previous report that 
hemoconcentration and plasma pro- 
tein loss are not essential to existence 
of a state of shock. Decreased intra- 
muscular pressure, blood loss, injury 
to tissues and pain, may or may not 
precede the state of shock; or they 
may occur without producing shock. 
The etiology of shock is complex and 
its cause unknown. 

Laboratory data must be interpreted 
in conjunction with the history of the 
injury, especially the degree of blood 


ELECTROLYTE CHANGES 


loss. With the exception of burns, 
the hematocrit, hemoglobin, and plas- 
ma protein determinations on shock- 
trauma patients may be misleading. 
The amount of concealed hemorrhage 
may be greatly underestimated par- 
ticularly in the case of hemothorax, 
hemoperitoneum, or large trauma- 
tized areas. 

All the fatal burn cases showed 
hemoglobinemia, the etiology and 
significance of which may be of funda- 
mental importance not only for prog- 
nosis but for further investigations of 
the nature of the noxious agent lib- 
erated as a result of the burn. 3 ref- 
erences. 23 tables. 


AND CHEMOTHERAPY IN 


EXPERIMENTAL BURN AND TRAUMATIC 
SHOCK AND HEMORRHAGE 
SANFORD M. RosENTHAL and HERBERT TABOR 


National Institute of Health, United States Public Health Service, Bethesda, Md. 
Arch. Surg. 51:244-52, Nov.-Dec. 1945 


Recent investigations have shown 
that the correction of disturbances of 
fluids and specific electrolytes is of 
greater importance for survival after 
burns, trauma, and hemorrhage than 
the administration of plasma proteins. 
Studies of experimentally produced 
burns, traumatic shock, and death 
from hemorrhage in over 10,000 
small animals demonstrated that in 
untreated cases a local accumulation 
of fluid develops within 2 hours after 
injury, equal to 3 per cent of body 
weight, accompanied by a local in- 
crease of sodium in the circulating 
blood. The injured area also loses 


about one-third of its total potassium 
during this period. The importance 
of potassium in the system has not 
been appreciated. These experiments 
indicate that the amount of potassium 
released in the body in shock is toxic 
for a normal animal when given intra- 
venously or intraperitoneally. The 
evidence indicates that these three fac- 
tors, fluid and sodium loss and potas- 
sium toxicity, are interdependent and 
may have an important bearing on 
mortality from shock, each augment- 
ing the other until the combined effect 
is great. 
Experimental 


therapy in_ these 











— 


cases ° 
injury 
hours. 
correc 
distur 
Resul 
sodiul 
whole 
salts | 
cent ¢ 
istere 
Ther: 
of va 
no sv 
soluti 
Serur 
serun 
Ni 
from 
neph 
extra 
kg. ¢ 
able 
O 

of is 
to | 
lacta 
pala 
boili 
lacta 
shoc 
part 
solu 








QUARTERLY REVIEW OF SURGERY 


159 





—_ 


cases was begun 4 to 1 hour after 


injury and was limited to the first 48 
hours. Recovery is dependent on 
correction of the fluid and electrolyte 
disturbance in the blood and tissues. 
Results from treatment with isotonic 
sodium solution, blood plasma, and 
whole blood indicated that sodium 
salts equal to at least 10 to 15 per 
cent of body weight should be admin- 
istered during the first 24 hours. 
Therapy with whole blood was found 
of value in hemorrhage but showed 
no superiority over plasma or saline 
solution in burn or traumatic shock. 
Serum albumen was less effective than 
serum or saline solution. 

No therapeutic effect was observed 
from injection of adrenal cortex, epi- 
nephrine in oil, or posterior pituitary 
extracts. Morphine, 2 to 6 mg. per 
kg. of body weight, had no unfavor- 
able effect. 

Oral therapy with large amounts 
of isotonic saline solution was found 
to be efficacious. Isotonic sodium 
lactate solution (1.75 per cent) is 
palatable by mouth and withstands 
boiling for parenteral injection. The 
lactate ion corrects acidosis present in 
shock. It seems preferable to use | 
part of 1.75 per cent sodium lactate 
solution with 2 parts 0.9 per cent 


sodium chloride solution to avoid pos- 
sible alkalosis following ingestion of 
large amounts of the alkaline solution. 
Oral administration is important be- 
cause it facilitates the absorption of 
large amounts of isotonic saline solu- 
tion. Intravenous or other methods 
are preferable in severe collapse. 33 
references. 5 charts. 


REFERENCES TO CURRENT ARTICLES 
Postoperative Shock: 
Hemoconcentration, Plasma Protein and 
Blood Electrolytes after Gastrectomy. 
K. H. Koster and Dyre Trolle, Bispeb- 
jerg Hospital, Copenhagen, Denmark. 
Acta chir. Scandinav. 93:51-80, Jan. 
19, 1946. An account is given of pre- 
and postoperative investigations of hemo- 
concentration, plasma protein-, plasma 
bicarbonate- and plasma _ chloride-con- 
centrations, and of the fluid balance in 
61 patients who have undergone gastrec- 
tomy. A rise of hemoconcentration as 
a result of blood transfusion could not 
be demonstrated. A 25 per cent increase 
of hemoconcentration corresponds to a 
reduction of blood volume of 20 per 
cent. It may be assumed that when the 
blood volume falls below this, insufficient 
circulation causes irreparable injury to 
the central nervous system. Plasma 
chloride concentration cannot serve as an 
expression of the fluid demand of the 
organism. 


Investigations of 
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53. Transfusions 


EMPLOYMENT OF THE TRANSUDATE AS A FLUID SUBSTI. 
TUTE FOR BLOOD IN THE TREATMENT OF PATIENTS 
AND WOUNDED (Primenenye Transsudata kak Krovozamy- 
enyayooshchey Zhidkosti pri Lechenye Bolnikh i Ranyenikh) 


V. I. Sazonrov 
City Hospital, Leningrad, U.S.S.R. 
Khirurgiya 6:21-26, 1945 


Transudative fluid from patients 
with ascites (conserved in aseptic 
conditions in a temperature of plus 4° 
to 5° C.) was injected intravenously 
in cases when restitution after blood 
loss was required. The author reports 
on 202 injections into 108 patients. 

It was proved that transudative 
fluid can be given to all patients re- 
gardless of their blood group (because 
of the low titer of agglutinins: in 


54. Wounds 


ascitic transudate ). The fluid does not 


have to be warmed before the infu- — 


sion. Mild posttransfusion reactions 
were seen in only 6 to 8 per cent of 
cases, whereas reactions after full 
blood transfusions were seen in 20 to 
35 per cent of the patients. Injection 
of ascitic transudate is followed by a 
rise in the patient’s blood pressure. 
This elevation is maintained for a long 
time. Two cases are described. 


THE USE OF CHEMOTHERAPY IN THE SECONDARY 
CLOSURE OF WAR WOUNDS OF SOFT PARTS 


E:pITORIAL 
Surgery 19:275-76, Feb. 1946 


The three categories of secondary 
wound closure by suture or grafting 
are described: (1) At time of removal 
of the first dressing with sulfonamide 
after initial surgery but not after 
secondary closure; (2) and (3) after 
more than one dressing without and 
with systemic sulfonamide after sec- 
ondary closure. The first gives 90 to 
95 per cent, the second 50 to 70 per 
cent and the third 85 to 95 per cent of 
wound healing without infection. The 


first method is recommended. The 
third method gives satisfactory results 
but is no better than the first. A clean 
surgical appearance of the wound in- 
dicates no infection. It has not been 
proved that the local use of sulfona- 
mide is essential or desirable in 
wounds but the efficiency of sulfona- 
mides_ systemically in impending 
streptococcal infection is well estab- 


lished. 
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REPAIR OF SOFT-TISSUE WAR WOUNDS 


BENJAMIN W. Raw gs, Jr. (Lt. Col., M.C., A.U.S.) 
Ann. Surg. 123:209-20, Feb. 1946 


Early repair of soft tissue wounds 
is indicated except when there is puru- 
lent discharge, devitalized tissue in 
the wound, redness, tenderness, and 
induration around the wound edges, 
or abnormal elevation of temperature. 
If there is only a minimal infection, 
the wound may be treated with moist 
and resilient pressure dressings and 
primary repair done. Early repair of 
soft tissue wounds is best done between 
the fourth and tenth day after the 
wound is incurred. Operation is de- 
layed long enough for the patient to 
recover from transportation fatigue 
and to permit a check of his condition. 
Anemia is treated by blood transfu- 
sion. In most soft tissue wounds, 
closure is done by the approximation 
of wound edges which are then closed 
with mattress sutures of silk or silk- 
worm gut, or, if necessary, by a far- 
near-near-far type of tension suture. 
When there is too much skin loss or 
edema to permit approximation of the 
wound edges, a split-skin graft is used 
to cover the wound; this method 1s 
preferable to the use of rotation or 
advancement of skin flaps. Skin graft- 
ing has almost always been successful 
on a fresh wound. 

In wounds that are infected or that 
contain devitalized tissue the wound is 
cleaned, the devitalized tissue is 
removed, and the pus pockets are 
drained in the first stage; penicillin is 
then given intramuscularly; the sec- 
ond-stage repair is done 4 to 6 days 
later, using the same methods as for 
primary early repair. In late repair 
of soft tissue wounds, moist saline or 
pressure dressings prior to operation 


may be necessary. In_ extensive 


wounds, it may be possible to excise 
the skin edges only, and make the 
approximation over the granulating 
bed. Small wounds may be excised 
completely. In late repair, skin graft 
ing or other plastic procedure is often 
necessary. 
After repair of soft tissue wounds, 
a resilient soft pressure dressing is 
applied, and adjacent joints are 
splinted to ensure rest. If there are 
no signs of infection, the original 
dressing is not disturbed until sutures 
are removed; if drains have been em- 
ployed, the original dressing is re 
tained until the drains are removed, 
usually on the fourth postoperative 
day. Penicillin is given intramuscu- 
larly after operation in cases in which 
there has been much muscle damage, 
as well as in the interval between 
stages in two-stage operations. Four 
illustrative cases are reported. 5 ref 
erences. 4 figures. 
REFERENCES TO CURRENT ARTICLES 
Glass Cloth as a Wound Dressing. Ronald 
M. Buck (Capt., M.C., A.U.S.). J. 
Bone & Joint Surg. 28:180-81, Jan. 
1946. Petrolatum impregnated gauze 
has been an unsatisfactory packing for 
compound wounds. Search was made to 
find a dressing which would allow proper 
drainage and granulation of the wound 
so that an early split skin graft could be 
applied if desired. Glass cloth has now 
been employed in 35 cases as the first 
layer of a wet dressing for such wounds, 
with excellent results. It may be steril- 
ized in a steam sterilizer for 45 minutes 
at a pressure of 20 Ibs. or by boiling for 
20 minutes in a water sterilizer. The 
first method is preferable. Glass cloth 
has been left in wounds for varying 
lengths of time and _ contraindications 
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have not been observed. 1 reference. 6 
figures. 

Skin Blisters Caused by Vesicant Beetles. 
William B. Swarts (Major, Sn.C., A. 
U.S.) and John F. Wanamaker (Lt., 
Sn.C., A.U.S.). J. A. M. A. 131:594- 
95, June 15, 1946. More than two 
hundred species of blister beetles have 
been found in the United States, the 
greatest number being confined to the 
western half of the country. Character- 
istic bullae are produced by contact with 
blister beetles. The possibility of this 
form of eruption should be kept in mind 
when one is confronted with a case pre- 
senting large bullae, usually of the neck 
or the lower part of the legs and ankles, 
and occasionally on other exposed areas. 
Characteristically, these bullae lack any 
erythema and are, at the same stage of 
development. 

The Treatment of Nonclosing Wounds, 
Ulcers and Contractures by Grafting 
with Chemically Treated Tissue after 
Krauze (Lechenye Nyezazhivayoosh- 
chikh Ran, Yazv i Kontraktoor Podsad- 
kot Khikichicheski Obrabotavonoi Tkhant 
po Krauze). V. N. Blokhin, Central 


Institute of Traumatology and Ortho- 


pedics, Health Ministry, U. S. S. R, 
Khirurgiya 6:3-10, 1945. Tissue kept 
in a 2 per cent solution of chloracid 
(Krauze method), when implanted had 
a beneficial effect on the closing of 
wounds and on pain caused by injuries to 
peripheral nerve fibers. It also caused 
a more rapid epithelization of the wound 
or ulcer, a cleaning of the wound, and 
a granulation. Grafting with such chem- 
ically treated tissues resulted in softening 
of hypertrophied and keloid scars in the 
neighborhood of, or even at a distance 
from the place of implantation. Good 
results were obtained in contractures; 5 
were desmogenic, 11 myogenic, 4 neuro- 
genic, 8 myoneurogenic, 3 arthrogenic, 
6 myo-arthrogenic and 8 myo-arthro- 
desmogenic contractures. All except the 
arthrogenic contractures showed im- 
provement after the skin implantations. 
Determination was not made of the 
optimal amount of implanted tissue that 
would give the best therapeutic results. 
Usually 5 to 8 Gm. of skin were im- 
planted. The material was placed in a 
pocket 2 cm. long in the subcutaneous 
tissue of the abdomen or on the injured 
extremity. 7 references. 2 tables. 


55. Military Surgery 


PAIN IN MEN WOUNDED IN BATTLE 


Henry K. BeecuHer (Lt. Col., M.C., A.U.S.) 
Ann. Surg. 123:96-104, Jan. 1946 


Severe wounds in soldiers are often 
associated with very little pain. The 
most pain occurs in patients with 
penetrated abdomens. Of over 200 
cooperative patients, three-quarters 
stated that they needed no pain-relief 
therapy. Evidence that morphine is 


not given with reasonable accuracy is 
found in the fact that bad pain was 
reported four times as often in pene- 
trating abdominal wounds as in pene- 
trating thoracic wounds, although the 
amount of morphine given to the two 


groups was about the same. 

Small doses of morphine (15 mg.), 
usually in a single dose, are effective. 
Subcutaneous or intramuscular injec- 
tion is used for a prolonged effect. 
Morphine is not to be used in mild 
pain, as a sedative, in preanesthetic 
medication, in low metabolism, in 
liver disease, in anoxia, or in shock 
without pain. 

Excitement in the wounded has its 
origin in some cases not in pain but 
in cerebral anoxia and mental distress. 
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Small doses of a barbiturate plus smal] 
doses of a narcotic are superior to 
either used alone. In shock, the com- 
plaint is more frequently thirst than 
pain. 2 references. 1 table. 


COMPOUND FRACTURES OF 


THE EXTREMITIES I 
GUNSHOT WOUNDS: THE EARLY RESULTS OF 


| These observations made on wounded 
men apply equally well to civilian surgery. 
The intelligent use of morphine and the 
barbiturates in civilian practice will mini- 
mize complications, shorten and make more 
comfortable the convalescence.—Ep. | 


IUE TO 


TREATMENT IN THE FIELD AIDED 
BY PENICILLIN THERAPY 
THomas F. Rose ( Major, A.A.M.C.) and ArrHuR Newson (Major, A.A.M.C.) 
M. J. Australia 1:330-35, March 9, 1946 


A report is presented of the early 
results of treatment for 126 compound 
fractures of the extremities produced 
by gunshot wounds. Only the heal- 
ing of the soft tissues in considered. 
As soon as the patients were brought 
in from the jungles, emergency splints 
and field dressings were applied. 
Sulfamerazine was given by mouth. 
Gas gangrene antiserum and tetanus 
toxoid were routinely administered in 
all cases, and stored or fresh blood 
was given if needed. As soon as 
facilities were available, surgical treat- 
ment began. All damaged tissue was 
excised, the enveloping fascia was 
split, hematomata were evacuated, and 
all organic foreign matter and dirt 
were carefully removed. In cases in 
which a large joint was involved the 
blood was aspirated and 50,000 units 
of penicillin were injected into the 
cavity. Following hemostasis penicil- 
lin-sulfanilamide powder (5,000 units 
of penicillin per Gm. of powder) was 
blown into the wound. Penicillin, 
15,000 units intramuscularly, was 
given every 3 hours to all patients un- 
til all infection, or potential infection, 
was eliminated. Local infection was, 
in some cases, treated with “Mona- 
crin” (5-amino-acridine) which is ef- 
fective for pyogenic cocci and gram- 


negative, penicillin-resistant bacilli. 
Thirty-one of the wounds healed 
by first intention. In 12 patients 
suturing was delayed beyond a month 
because of infection, and in 17 patients 
local infection was responsible for a 
similar delay. Nine immediate am- 
putations were necessary, the most 
serious one being caused by a division 
of the brachial artery and nerve trunks 
in the humerus. No gas gangrene, 
septicemia, or serious sepsis occurred. 
23 references. 4 tables. 
REFERENCES TO CURRENT ARTICLES 
The Practice of Surgery in Japanese Prison 
Camp Hospitals in Burma and Siam. 
A. E. Coates, Melbourne, Australia. 
Surgery 19:743-47, May 1946. The 
sya of 8,000 sick prisoners of war 
a Japanese camp hospital were med- 
ic ‘al cases and the facilities were markedly 
substandard. Operating was done with 
few instruments, but great attention was 
paid to hemostasis and antisepsis. Nearly 
1,000 major operations were performed, 
in which spinal and local anesthesia were 
employed almost exclusively. Seques- 
trectomy and skin grafting of old ulcers 
were done extensively. Chronic colon 
infections were submitted to ileostomy. 
Physiotherapy and rehabilitation were 
considered important. The case _his- 
tories and physical findings had to be 
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substituted for roentgenographic and 
other diagnostic methods. Postmortem 
examinations were prohibited in 1945. 
Abdominal Surgery in an Evacuation Hos- 
pital. Robert Bradford, Jr. (Lt. Col., 
M.C., A.U.S.), Lee H. Battle, Jr. 
(Major, M.C., A.U.S.) and Samuel S. 
Pasachoff (Capt., M.C., A.U.S.). Ann. 
Surg. 123:32-43, Jan. 1946. In a 
series of 341 patients with abdominal 
war wounds 81 had combined thoraco- 
abdominal wounds. Surgery was per- 
formed on 312 patients with an opera- 
tive mortality of 20.2 per cent. Proc- 
toscopy and sigmoidoscopy are invaluable 


in showing perforating wounds of the 
rectum and sigmoid colon. Preopera- 
tive management may be a decisive fac- 
tor in the final result. Early surgery is 
advocated in patients with evisceration 
of abdominal organs. It is important to 
have adequate and well-placed incisions, 
thorough abdominal exploration, and 
careful abdominal closure. The dia- 
phragm must be carefully closed, with 
subdiaphragmatic drainage in right-sided 
wounds. Postoperative treatment must 
be intense, and must include use of peni- 
cillin and the sulfonamides. 1 table. 1 
figure. 


56. Experimental Surgery 


THE ACTIONS OF DEMEROL AND MORPHINE ON 
GASTROINTESTINAL MUSCULATURE 


FREDERICK F. YANKMAN 
Wayne University College of Medicine, Detroit, Mich. 
Alexander Blain Hosp. Bull. 4:25-28, Sept. 1945 


Morphine has a “splinting” action 
on the smooth muscle of the intestine 
when used in surgical cases. This may 
be a source of annoyance to the sur- 
geon during intestinal anastomosis. 
Its prolonged use is also followed by 
constipation. A new morphine sub- 


stitute known as demerol (ethyl ester 
of 1-methyl-4-pheny]-piperidine-4- 


carboxylic acid) has been recently de 
veloped. Its central analgesic action 
is similar to that of morphine although 
not quite so potent. It differs from 
morphine in producing a spasmolytic 
rather than a spasmogenic effect and 
does not act as a bowel splint. 5 ref- 
erences. 
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57. Miscellaneous © 


INDICATIONS AND COUNTER-INDICATIONS FOR THE 


THERAPEUTIC ACTION 


OF ACS (Pokazanya i 


protivpokazanya dlya terapevtichnovo zastosuvanya ACS) 


A. A. BoGOMOLETz 
Med. zhur. 14:5-19, 1945 


The therapeutic indications for the 
use of antireticular cytoxic serum 
(ACS) are discussed. The serum is 
given in small doses when the stimu- 
lation of the physiologic system of 
connective tissues is indicated. Large 
doses are given for inhibition of the 
activities of the system while small 
doses facilitate the healing of wounds. 
Fractured bones fuse earlier when the 
serum is used, and it was believed that 
antireticular cytotoxic serum causes 
a more rapid disappearance of ab- 
scesses and empyemas. Russian 
laryngologists have also found that 
the serum speeds the healing of in- 
juries to the laryngeal cartilage. 

ACS is definitely indicated for use 
in sepsis, except in anergic sepsis, 
where the connective tissue has lost its 
ability to react to stimulation. The 
most important result of treatment 
with antireticular cytotoxic serum in 
sepsis is its rapid localization of in- 


fection. The serum must be injected 


in the early stages of the disease and 
should be used on all patients with in- 
fected wounds. It should be given at 
the time of débridement of a wound. 

The first studies of the influence 
of the antireticular cytotoxic serum on 
cancer revealed that the serum liqui- 
dates remnants of cancerous tissue not 
removed during radical operation and 
also liquidates the small areas of 
metastasis in the lymph glands. How- 
ever, ACS is not expected to destroy 
fully developed cancers in the inoper- 


able stage though the serum can be 
used to remove or decrease the pain 
by softening the tissue of the tumor 
and thus decreasing the pressure on 
the neighboring nerves. The serum 
was also found to be a powerful ad- 
juvant in the surgical treatment of 
malignant neoplasms. 

ACS has a therapeutic effect on 
scarlet fever, typhoid fever, acute 
rheumatic fever, and some forms of 
neuro-infection. Other studies showed 
satisfactory results after use of the 
serum on patients with schizophrenia. 
The results were particularly good if 
the psychic condition co-existed with a 
general disturbance of the trophic 
function of the mesoglia, and long re- 
mission periods were produced in both 
instances. Patients with typhus ex- 
anthematicus improved after the ad 
ministration of ACS. 

There is practically no disease 
which does not involve the physio- 
logic system of the connective tissue. 
Stimulation of this system when its 
action is decreased and inhibition when 
it shows signs of overactivity are al- 
ways beneficial to the patient. Not 
the actual disease but the resulting 
impairment of the connective tissue is 
the indication for treatment with ACS. 
The use of ACS is contraindicated 
when neither stimulation nor suppres- 
sion of the physiologic system of 
connective tissue is necessary to im- 
prove the patient’s condition. 

ACS is believed to have a role in 
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the prolongation of human life be- 
cause of its value in prophylaxis of 
recurrences of cancer and its ability to 
combat some of the effects of hyper- 
tonia, particularly in the disturbances 
of the normal function of the hemato- 
parenchymatous barrier. 

ACS given for the purpose of stim- 


ulating the system of connective tissue 
is administered in very small doses 
(0.05 to 0.01 cc.). For inhibiting the 
function of this system 20 to 30 cc, 
of the serum must be injected. 

[This work has aroused considerable 
comment. Time will prove or, more 
likely, disprove it.—Ep. | 


PILONIDAL SINUS AND CYST, A CLINICAL STUDY 


F. J. Burns 
St. Louis University School of Medicine, St. Louis, Mo. 
Arch. Surg. 52:33-41, Jan. 1946 


A review of 240 cases of pilonidal 
sinus and/or cyst is presented. Pain 
was present in 133 cases; discharge in 
198, and both pain and discharge in 
102 cases. The lesion is without 
symptoms until infection has occurred. 
Trauma is almost invariably the in- 
citing factor, followed by infection, 
which is usually staphylococcic, though 
Bacillus coli is not infrequently the 
contaminator. 

The methods of treatment used in 
this series of cases were: (1) excision, 
wound left open with gauze pack; 
(2) excision, closure with secondary 
sutures; (3) excision, partial primary 
closure with pack; (4) excision, pri- 
mary closure with drain; (5) excision, 
complete primary closure; (6) ex- 
cision, pedicle flap method with pri- 
mary central closure; (7) excision, 
with lateral incision and double pri- 
mary closure; (8) marsupialization; 
(9) opening, curettement, and pack- 
ing of the lesion; (10) incision and 
drainage. The number of patients 
treated with each method, the number 
followed, and the number cured are 
tabulated. 

Recurrences are due to one or more 
of the following causes: (a) presence 
of infection in both primary sinuses 


and primary cysts, as well as in sec- 
ondary sinuses; (b) failure to oblit- 
erate dead space at the time of primary 
suture of the wound, and (c) failure 
to remove completely the epithelium- 
lined pilonidal sinus and accessory 
sinus tracts. Ejighty-eight per cent of 
a series of 34 cases were permanently 
cured after the first operation al- 
though the pilonidal sinuses were 
acutely inflamed at the time of opera- 
tion. 12 references. 2 tables. 


REFERENCES TO CURRENT ARTICLES 
‘Transverse Sacral Folds. Mildred Trotter 
and Robert D. Heath, Washington Uni- 
versity and Shriner’s Hospital, St. Louis, 
Mo. J. Bone & Joint Surg. 28:120- 
25, Jan. 1946. The introduction of 
cont:nuous caudal anesthesia in obstetrics 
necessitated special study of the topog- 
raphy of the sacrum. In this investiga- 
tion, a series of 10 sacra were encoun- 
tered presenting bony configurations on 
the dorsal surface which simulated a 
transverse fold and involved the sacral 
grooves.and median crest. It is prob- 
able that these folds are congenital but 
the fact that none were found in young 
patients indicates that they may develop 
later in life. It is possible that these 


defects may be significant clinically but 
to what extent has not yet been deter- 
mined. 11 references. 13 figures. 
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Surgical Observations in the Tropics. D. 
Engel, Dewsbury, England. Surgery 
19:530-34, April 1946. Experience 
with surgery in the tropics is discussed. 
Cases are described indicating that surgi- 
cal diagnosis in the tropics is more diffi- 
cult than in temperate climates. Ex- 
amples given are sprue diagnosed and 
operated upon for Grave’s disease; dys- 


entery diagnosed and operated upon for 
appendicitis; acute intussusception diag- 
nosed as dysentery and not operated 
upon; gastric malaria diagnosed as acute 
cholecystitis, acute appendicitis, or in- 
testinal obstruction. Surgeons intending 
to practice in the tropics should have 
advance knowledge of tropical diseases 
and conditions. 9 references. 


Book Reviews 


PNEUMOPERITONEUM TREATMENT 


AnpbrEw L. Banyal 
Associate Clinical Professor of Medicine, Marquette University Medical School, 
Milwaukee, Wis. 


The C. V. Mosby Company, St. Louis, 1946 


It probably required some ingenuity 
on the part of the author to be able 
to present this fair sized volume on a 
rather small subject. Over 500 ref- 
erences to pneumoperitoneum and 
relevant subjects are given. There are 
chapters on history, technic, and com- 
plications. The chapter on intraperi- 
toneal pressure gives a satisfying dis- 
cussion of a matter concerning which 
there has been considerable disagree - 
ment in the literature. 

The second section of the book 
presents the therapeutic application of 
pneumoperitoneum. The treatment 
of pulmonary tuberculosis occupies a 
long chapter, and one would gather 
that here is the chief field of useful- 
ness of the procedure. The casual 
reader glancing over the table of con- 
tents might assume that there were 
other important applications, since 


there are chapters devoted to pneumo- 
peritoneum in the treatment of the 
following conditions: tuberculous per- 
itonitis, tuberculous enterocolitis, tu- 
berculous empyema, tuberculous sal- 
pingitis, nontuberculous pulmonary 
abscess, bronchial asthma, bronchiecta- 
sis, pulmonary emphysema, nontuber- 
culous pulmonary hemorrhage, and a 
miscellaneous group. Many of these 
chapters are based on one or two un- 
convincing quoted articles. It would 
be unfortunate if clearly indicated 
surgical procedures were withheld in 
the presence of some of these condi- 
tions while pneumoperitoneum was 
being tried. 

The book should be read by all 
phthisiologists, remembering that it 
is written by a pioneer and an en- 
thusiast of pneumoperitoneum theat- 
ment. 
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THE PRINCIPLES OF NEUROLOGICAL SURGERY 


LoyaL Davis 


Lea & Febiger, Philadelphia, 1946 


The avowed purpose of this book 
is to present the principles of neuro- 
logical surgery and not to be a com- 
pendium of the practice thereof. This 
purpose is carried out very well. The 
introductory section on neurological 
diagnosis is excellent, and is well fur- 
nished with lucid line drawings. The 
bibliography is up to date. There 
are many well chosen historical an- 
notations and introductory passages. 

This book adequately correlates 
peacetime and wartime aspects of 
neurosurgery. In doing so, it is aided 
by the experience of the author in the 
European theater during World War 
II. Dr. Davis is a facile writer. It 
is of interest that he is one of the few 
neurosurgeons in the country or even 


in the world who is a chairman of a 
department of surgery. This gives 
his writing a depth and breadth that 
is appreciated by the reader. Despite 
the fact that this book is not a compre- 
hensive compilation suitable for all 
the needs of neurosurgical specialists, 
it does give such men a balanced view 
of their: field and will be of aid to 
them in teaching. Furthermore it is 
an ideal book for the bulk of general 
practitioners and general surgeons. 
As in all surgical specialties of this 
type, the majority of cases are first 
seen by general men. Dr. Davis’ 
book will help the latter adequately 
to treat and intelligently to refer the 
neurosurgical patients with whom 
they come in contact. 





